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A Symposium on the Treatment of Gonorrhea 


By P. S. Pelouze, M.D., Hiram R. Loux, M.D., G. O. Scott, M.D., C.M., 
G. H. J. Pearson, B.A., M.D., Louis J. Roth, M.D., 
and Leon Herman, M.D. 


Do modern scientific methods more surely and quickly cure an acute gonorrhea than did those 


empirical ones of the last century? 


Has sex education lessened the frequency of 
enthusiastically practiced on some millions of our young men. 


exposure? Such education was widely and 


It. has been proven that cleansing with unirritating gonococcidal mixtures immediately upon 


exposure will prevent a contamination from becoming -an infection. 
The application is comparatively simple. 


been wide-spread. 
applied? 


Knowledge of this fact has 
How widely and effectively is it 


After symptoms of infection develop they may be promptly arrested. What is the best abortive 


treatment? 


.What is the standard treatment for the infec‘ion which has passed the abortive stage? 
Should a man with acute gonorrhea be sent to a specialist? 
Should he lie in bed for forty days and be fed on milk? 


The thoughtful man, who sees many Neisserian infections, will ask himself these and many other 


questions. 


It was with the hope that at least some of these might be answered that the editors of 
the THERAPEUTIC GAZETTE asked for these papers. 


Four more communications will appear in the next issue of the Gazetre, thus completing the 


Symposium. 


Gonorrhea and Common Sense.’ 


BY P. S. PELOUZE, M.D., 
Philadelphia, 

If prophylaxis against gonorrhea in mili- 
tary practice has had a very marked effect 
upon limiting the spread of this disease, in 
civil practice this effect is not largely in 
evidence. Despite the ceaseless lectures of 
fearfulness, morality and personal purity 
the risks of infection are still incurred, pro- 
phylaxis, though widely known, is not so 
widely used, and the disease still enjoys the 
Biblical reputation of the poor, “always with 
us.” The importance of eradicating this 
disease from society at large and each in- 
dividual patient in particular is recognized 
by all and needs no reiteration. Education 
of the public along these lines has advanced 
greatly within the last few years, but our 


1Read before the South Branch of the Philadelphia 
€ounty. Medical Society, April 27th, 1923. 


efforts must not stop with that. As physi- 
cians a grave responsibility rests upon us, 
and we cannot fulfil our part unless we 
bend every energy toward removing every 
possible source of infection by careful and 
judicious treatment of every patient harbor- 
ing gonococci. 

It has been said that “the treatment of 
gonorrhea is usually stopped where it should 
begin.” If this is true it is a very serious 
indictment of the medical profession and 
deserving of our most serious consideration. 
We would all like to be able to say most 
emphatically that it is not true, but can we 
do so? That there is at least some founda- 
tion for the thought is shown by even a su- 
perficial study of existing conditions in this 
regard. There being even a grain of truth 
in the statement justifies a careful consid- 
eration of the causes underlying such an 
apparent laxity upon-our part. 
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The more one studies these underlying 
factors the more he becomes convinced that 
the fault lies in a lack of understanding of 
the disease and its treatment. Instead of 
simplicity there is confusion, and instead of 
common sense there is a reliance upon 
theoretical things that is not justified by 
clinical experience. For years the one 
thought has been speed, speed, and more 
speed, until the idea of thoroughness has 
taken a secondary position. 

The wild claims of manufacturers as to 
the value of their particular chemical prepa- 
rations in the cure of gonorrhea and the 
teaching upon the subject have made gen- 
eral the idea that the doctor really cured 
gonorrhea with his gonococcidal injections 
or irrigations. As a matter of fact, the real 
cure of most cases of gonorrhea rests in the 
patient’s tissues. Our antiseptics kill or 
remove the bacteria lying free in the urethral 
lumen and possibly some very superficially 
placed in the mucosa. The deeper lying 
gonococci are probably very little harmed 
directly by our antiseptics. We may, in a 
measure, prevent the spread of the disease, 
but let us in all humility say that what we 
really do is to encourage the patient’s local 
reactive processes and that, in the final 
analysis, once the gonococcus has pene- 
trated the outer layers of the mucosa the 
patient really cures his own disease by our 
feeble help. When such a mental attitude 
becomes general the wild scramble for this 
or that antiseptic will cease and common 
sense will point the way to a solution of the 
problem, so that we effect the cure by the 
feeble help of the patient. 

When one considers the bactericidal sub- 
stances now in use and remembers that 
each has been introduced in such a way as to 
arouse the highest hopes that the goal had 
at last been reached, he soon believes that 
we are only enthused for purposes of dis- 
appointment. Could we ask for a stronger 
gonococcidal action than that of acrafla- 
vine or mercurochrome? Theoretically 
these two substances are ideal in that they 
not only kill the gonococcus almost immedi- 
ately but that they seem to have very high 
powers of tissue penetration. Theoret- 


ically, and just there is where we must 
stop, for they have not nearly given us the 
results for which we had hoped, and in 
spite of them the disease usually goes mer- 
rily on. 

For speed the picture is just as poor as 
it is painted, but fortunately for society the 
use of common sense, gentleness and pa- 
tience will almost invariably bring ultimate 
success in the entire eradication of gonor- 
rhea from the patient. If this is so why 
should there be any occasion for criticism? 
There are a number of factors involved in 
the answer, and it is not without value to 
briefly consider the most important. 

At least 90 per cent of all cases of acute 
gonorrhea in the male are treated by those 
in general practice. Many physicians in 
general practice dislike to really treat pa- 
tients with gonorrhea. There is a very 
wide-spread fear of handling the male 
gonorrheic manually, for which reason 
many of them are not touched by the phy- 
sician during the period of discharge. This 
fear is carried to such extremes that it is 
practically impossible to place a patient suf- 
fering from a gonorrheal complication in 
any of our hospitals when he has a urethral 
discharge. On the other hand the gyneco- 
logical wards in these same hospitals are 
filled with female gonorrheics, and one 
would be led to believe that, to see them 
handled with perfect impunity by the phy- 
sicians who would not touch a male gonor- 
rheic, being upon a woman made the gono- 


‘coccus a nicer germ. 


Next to fear of the gonococcus the most 
important misconception active in the per- 
petuation of gonorrhea is the tendency to 
consider the disease cured when the dis- 
charge has ceased and the urine becomes 
clear. This particularly has led to the 
statement that “the treatment was usually 
stopped where it should begin.” The ure- 
thral discharge is really an evidence of tis- 
sue reaction against the germ and its toxins. 
This reaction early shows marked activity 
in most cases, but later subsides, and when 
the gonococcus has, as we say, “colonized,” 
there is often insufficient tissue reaction to 
cause a discharge, and as the shreds in the 
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urine are due to the same causes, the urine 
may, and often does, become perfectly clear 
and shred-free while the disease is still 
present. To dismiss a patient as cured at 
this stage without making an effort to prove 
a cure places a grave moral and, possibly, 
legal responsibility upon the physician; a 
responsibility so great that it should engen- 
der a greater fear than manually handling 
gonorrhea. 

Why a disease so easy to follow should 
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create so much confusion in the medical 
mind is hard to see, but a few moments’ 
questioning of physicians in general will 
convince one that the confusion does exist. 
Unfortunately the confusion seems to start 
at the medical college and often persists 
throughout life. The effort upon the part 
of teachers to give to the student every- 
thing in fact and theory, instead of sticking 
to facts and common sense, generally ends 
in a confusion that is not altogether cleared 
up by the reading of text-books. Almost 
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every urologist will admit that his first 
years of specialization were spent in rub- 
bing out the theories, cardinal symptoms 
and confusions he carried from his medical 
course. 

Chapters of interesting reading could be 
written upon the misconceptions held upon 
some of the simplest things in medicine. 
For instance, tell one of your well-posted 
medical friends that you have a patient 
with a urethral discharge whose first glass 
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of urine is cloudy and whose second is clear. 
Almost immediately he will say that your 
patient has an anterior urethritis. To be 
sure, he is correct as far as he goes, but he 
probably does not stop to think that there 
may also be a posterior urethritis, prostati- 
tis, seminal vesiculitis, epididymitis, cow- 
peritis, and a host of other “itises” too nu- 
merous to mention. To him a cloudy first 
glass of urine and a clear second has always 
meant anterior urethritis and nothing else. 
He forgets that, in the absence of an upper 
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tract disease, the second glass of urine is 
cloudy because the trigone is suppurating, 
and the posterior urethra forms so much 
between urinations that it oozes back into 
the bladder and contaminates the entire 
bladder content. When the trigone clears 
up, as it does speedily, and the posterior 
condition subsides, no more pus oozes into 
the bladder and the pus from the entire 
urethra is in the first urine voided and the 
second is clear. By the same token, he 
might overlook the fact that the prostate 
gland can be, and often is, reeking with 
gonorrheal pus when both glasses of urine 
are clear and shred-free, and that if he 
presses upon the prostate of his supposedly 
cured patient and expresses some of its 
pus his patient may have a gonorrheal ure- 
thritis upon the next day. And so the story 
might be continued were the desire to criti- 
cize uppermost. Criticism that offers noth- 
ing constructive does harm, and it is not 
to criticize but to make us realize that we 
have things to correct that these points are 
brought out. If one could straighten out 
even a portion of the existing confusion it 
would be worth much effort. 

Stripped to its utmost simplicity the 
course of gonorrhea is very easily under- 
stood if one is familiar with the structures 
involved. Let us for a moment consider it 
in its simplicity by studying the accompany- 
ing diagram. 

The anterior urethra is practically a blind 
pouch under usual conditions, as it is tightly 
closed at its proximal end by a strong 
sphincter. Besides the ducts of Cowper’s 
glands it has a number of small mucous 
crypts and channels emptying into it. These 
must not be given undue importance but 
must not be forgotten, as they furnish ideal 
points for gonococcal colonization. 

The membranous urethra is unimportant ; 
it is in the grasp of the sphincter and does 
not harbor the gonococcus as do other struc- 
tures. 

The posterior urethra is the most impor- 
tant part of the canal and appears to be 
least understood. At rest it is a tube tight- 
ly closed at its distal end and rather 
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loosely so at its proximal extremity. From 
its floor pass the tiny canals into the pros- 
tatic follicles, the ejaculatory ducts, and 
the sinus pocularis. 

The trigone is that triangular space upon 
the vesical floor the angles of which are at 
the urethral orifices and the floor of the 
vesical outlet. Being covered with transi- 
tional epithelial cells it is generally involved 
early in posterior gonorrhea, but readily 
overcomes the infection. 

Gonorrhea first affects the anterior ure- 
thra, at times stays there, but commonly 
passes on to the posterior urethra. Besides 
those which are extra-urethral most of the 
anterior urethral complications of moment 
are caused by forcible dilatation of its lu- 
men by improperly applied treatment or by 
the injudicious use of instruments. In the 
absence of these latter complications it prob- 
ably will not hold a chronic inflammation 
as its blood supply is very rich and its drain- 
age possibilities are not bad. In other 
words, chronic anterior urethritis is rarely 
a disease entity but is due to the continued 
action of a deeper focus of infection in 
some of the structures emptying into it or 
into the posterior urethra. 

In posterior urethritis the conditions are 
not so simple. The drainage possibilities 
are about as poor as could be, the pus is 
poured into a closed canal; it lies for days, 
between urinations, over the openings to the 
prostatic follicles, the ejaculatory ducts, 
and the sinus pocularis. The ejaculatory 
ducts are generally protected by sphincters 
at their openings. That these sphincters 
are not always active is shown by the fre- 
quency with which spermatozoa can be 
found in the morning urine of those who 
have had no nocturnal emission. The open- 
ings to the prostatic follicles and the sinus 
pocularis enjoy no such protection, and 
these structures are practically always in- 
fected in posterior gonorrhea. 

Nature has endeavored to prevent one of 
the most potent factors in spreading acute 
posterior gonorrhea, namely, high intra- 
urethral pressure. This she does by making 
the trigone so sensitive that the patient is 
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unable to allow his bladder to overfill to 
such an extent as to force his vesical 
sphincter and make his posterior urethra 
virtually a part of his bladder cavity. In 
doing this she has given us an important 
hint in regard to treatment, to disregard 
which often leads to disaster for the patient 
and chagrin for the physician. She has in- 
formed us that high intraurethral pressure 
is distinctly harmful. Undoubtedly the vast 
majority of cases of seminal vesiculitis and 
epididymitis are the direct result of high 
pressure in which reverse peristalsis plays 
a secondary role. 

While there are many other points around 
which confusion has centered, perhaps the 
question of treatment leads them all. Much 
‘of this has been due to a misunderstanding 
of just how gonorrhea is really cured. We 
have largely lost sight of the patient’s own 
part and taken most of the credit to our- 
selves. The trouble has not been altogether 
with the form of treatment chosen, but with 
how it has been used and what has been 
expected of it in regard to speed. As a 
matter of fact, the plans of treatment ad- 
vised years ago used properly and for a 
sufficient length of time will give almost 
Ioo per cent of complete cures. They will 
not cure in a week, three weeks, nor some- 
times in three months, but will produce a 
cure in almost every case. 

There are those who argue that gonorrhea 
is.practically a self-limited disease and will 
get well if we let it alone. Their argument 
is not new, for John Hunter discussed it at 
length. Some cases will get well without 
treatment, but, on the other hand, some of 
them will not or, if they will, the limit is 
far beyond human patience and endurance. 
Certainly the finding of gonococci in the 
discharge of a patient several years after 
having acquired his infection does not lend 
strength to the idea of its being a self- 
limited disease. The idea is unsafe and 
should not be promulgated. 

In the proper treatment of the disease 
nothing is more important than common 
sense. We must realize that there are some 
individuals who have a long, long struggle 
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with gonorrhea no matter how treatment is 
carried out, and are prone to develop com- 
plications that tend toward chronicity from 
very slight causes. It was pointed out years 
ago that blonds did poorly with gonorrhea. 
The same might be said of most thin- 
skinned individuals, as well as the Latin- 
Americans in our climate. Whether these 
latter do better in their own countries I am 
unable to say, but I do know that most of 
them do poorly here. This may be due 
to the fact that most of them will not 
avoid sexual excitement and, 
indulgence. 

If one excludes these types and those 
showing marked inflammatory symptoms 
such as edema of the prepuce or meatus, 
there is little risk incurred by properly 
performed local treatments. A_ recital 
of these forms of treatment is time-con- 
suming and useless, but there are a number 
of points that' are of the utmost importance. 
These can perhaps best be given in the 
form of a summary. 


at times, 


SUMMARY. 


1. It is not so much what we use in our 
urethral treatments as how we use it that 
helps or harms our patients. 

2. The key-note to success in intra- 
urethral medication in acute gonorrhea 
rests in proper strength solutions used with 
the utmost gentleness. The intraurethral 
pressure should never be much greater than 
that during urination. Great pressure 
spreads the disease and causes complica- 
tions. 

3. The posterior urethra should not be 
treated if only the anterior is infected. 

4. The posterior urethra is often involved 
without marked subjective symptoms, and 
such involvement may easily escape notice 
unless watched for very carefully. 

5. Local treatment should be stopped 
during an acute posterior urethritis. 

6. Instruments and catheters should not 
be passed into the acutely inflamed urethra 
except for the relief of acute retention of 
urine. They have no place in the treatment 
of this disease while the gonococcus is 
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present except in the very occasional case 
of old, sluggish gonorrhea, where they are 
used to change it to a more acute condition 
and thereby stimulate the tissue reaction. 

7. The logical use of sounds or dilators 
in this disease is to break up and cause the 
resorption of urethral exudates after the 
gonococcus is gone. In other words, their 
use is a postgonorrheal one as a prophylaxis 
against stricture formation. They should be 
passed before discharging patients as cured, 
as they may serve in bringing to light a 
dormant gonococcal focus that would other- 
wise be overlooked. 

8. No case of posterior gonorrhea should 
be pronounced cured until it is proved that 
the prostate does not harbor the gonococcus. 
This does not mean that the prostate should 
be massaged while actively inflamed. Such 
procedures should wait until palpation 
shows the prostate is not a large, soft, sen- 
sitive, throbbing organ. 

9. Massage of the prostate before this is 
prone to produce abscesses and leave a per- 
manently damaged, pus-producing gland. 

10. Massage of the prostate that still 
harbors the gonococcus will almost invari- 
ably be followed by a recrudescence of the 
urethral discharge in which the gonococcus 
can be demonstrated. 

11. We may feel certain that gonorrhea 
is cured and still be in error, for which 
reason every patient should be instructed 
not to indulge in sexual intercourse for 
three months without the use of a condom. 
If he has had no recurrence in this time 
he will not have one, and if he does have 
a recurrence, there is no need of trans- 
mitting the infection to others. 

12. Last, but by no means least, a 
thorough realization of one’s limitations in 
the treatment of gonorrhea, with as much 
humility as the knowledge should give; the 
avoidance of time-promises in the midst of 
its vagaries, and honest frankness with our 
patients will make it possible to carry all 
of them on to cure without the far too 
common practice of quieting the patient’s 
fears to “save the doctor’s face.” 


812 Mepicat Arts BUILDING. 


Prophylaxis and Treatment of Acute 
Gonorrheal Infection. 


BY HIRAM R. LOUX, M.D., 
Professor of Genito-uninary Surgery in the Jefferson 
Medical College, Philadelphia. 

Gonorrhea is an infectious disease caused 
by a well-known organism and transmitted 
by contact. We know the mode of trans- 
mission of this affection, and we are aware 
of the inroads caused by the invading 
organism. The breeding places or the cul- 
ture media of these organisms in the body 
after infection has occurred, we are well 
acquainted with. We also know very defi- 
nitely the pathological changes that take 
place after the organisms have gained a 
foothold in the tissues. Hence, being so 
well informed as we are regarding the 
factors involved in the cause and effect, 
gonorrhea should at this time no longer be 
a problem yet to be solved. Gonorrhea 
should have disappeared from the zone of 
medical problems that confront the hygien- 
ist and physician, just as typhoid fever 
is no longer the problem and menace that 
it had been in the past. 

The main efforts in the past have been 
directed toward the treatment instead of the 
prevention of the infection. Gonorrhea is 
an infectious disease and efforts should be 
made to deal with the problem of preven- 
tion rather than with the disease. 

Those who realized that prophylaxis was 
the basic element of the problem at first 
directed their attention to the women. In- 
spection and detection of diseased women 
and their segregation in such a manner as 
to prevent the transmission of their diseases, 
registration of prostitutes, and finally the 
passing of laws prohibiting prostitution, 
were some of the chief measures adopted, 
which, it was thought, would greatly di- 
minish the incidence of gonorrheal infec- 
tion. But every attempt in this direction 
has resulted in failure, and practically no 
reduction in incidence has followed. Segre- 
gation and examination of prostitutes has 
done little or nothing toward stamping out 
vice conditions, and the practice should be 
discontinued wherever it is still practiced, 
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for it gives a false sense of security and 
nothing else. 

The factor of prophylaxis which has been 
most successful is that one which tends to 
diminish the danger from illicit connection 
—i.e., an intelligent and controlled effort to 
disinfect persons who had exposed them- 
selves to actual or potential infection. This 
consists in the mechanical cleansing of the 
parts with soap and water, intraurethral 
medication, and a mercurial ointment for 
the external genitalia and neighboring parts. 
The effectiveness of such prophylactic treat- 
ment depends upon many factors, three of 
which are outstanding, namely, the length 
of time elapsed between the exposure and 
the use of the prophylaxis, the resistance 
‘of the tissues, and the thoroughness and 
completeness of the treatment. 

The best statistics available to prove the 
aforementioned points are those published 
by the Army and Navy. The data obtained 
from patients in private practice are not 
reliable. Many of the private patients, be- 
fore reaching the physician’s office, have 
already exposed themselves to the danger 
of quacks, “quick cures,” and self-treat- 
ment. These would, of course, influence 
the course and development of an infection. 
The Army and Navy data are uniform and 
are based upon a great number of cases, 
many of which occurred within a reason- 
ably short period of time. 

As was mentioned above, the time factor 
is the most important one in the whole prob- 
lem of prophylaxis. From statistics pub- 
lished in the U. S. Naval Medical Bulletin 
(January, 1921; October, 1921; January, 
1917; January, 1912) I find that in most 
cases in which prophylaxis was taken within 
two hours of exposure, infection did not 
develop. As the time between exposure and 
the use of prophylactic treatment increased, 
the number of cases that developed the 
disease increased. Thus one to two hours 
after exposure, no infection; three hours 
after exposure, 128 patients took prophy- 
lactic treatment and only one developed the 
disease, i.e., 0.78 per cent; eight hours after 
exposure, 586 patients took the treatment 
and nine cases developed the disease, or 
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1.54 per cent. Hence from the first to the 
eighth hour the percentage of infections 
rose from 0.00 to 1.54 per cent. 

Another series of figures shows that 2551 
patients took the prophylactic treatment 
later than six hours after exposure, and 94 
men, or 3.68 per cent, developed the disease, 
while out of 724 men who took the treat- 
ment six hours or less after exposure, only 
eight men, or 1.10 per cent, developed the 
disease, showing a decrease of 2.58 per cent. 

In still another series of cases, 2375 men 
exposed themselves, and 64 of them, or 
2.7 per cent, developed gonorrheal infection 
after taking prophylactic treatment between 
one and 240 hours after exposure. Of those 
who took treatment within the first five 
hours only, 0.41 per cent developed the 
disease; within the second five hours, 1.3 
per cent; within the third five hours, 3.1 
per cent; within the fourth five hours, 2.1 
per cent. 

Treatment taken eight hours after ex- 
posure in 1385 cases, there were 19 infec- 
tions, or but 1.37 per cent. The interval of 
from eight to twelve hours after exposure 
in 741 cases shows 25 infections, or 3.31 
per cent. Between 12 and 24 hours in 920 
cases shows 46 infections, or 5 per cent. 

In the U. S. Naval Station at Honolulu, 
statistics were collected which show that 
for eight months without prophylaxis there 
were 55 cases of gonorrhea, or 6.8 cases 
per month, with a total of 1172 sick days. 
For twelve months with prophylaxis there 
were only 38 cases of gonorrhea, or 3.3 
cases per month, with only 885 sick days. 
The prophylactic treatment seemed to give 
best results in reducing syphilis, next in 
gonorrhea, and last in chancroid. 

The normal expectancy for venereal 
disease resulting from illicit sexual inter- 
course not followed by prophylaxis is about 
1 in 20 or 1 in 30. The expectancy for 
venereal disease when prophylaxis is used 
depends, as seen from the above figures, 
mainly upon the factor of time. In actual 
practice the number of infections appears 
to be reduced about one-half by the practice 
of prophylaxis. It is interesting to note that 
the above mentioned cases, which developed 
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gonorrhea in spite of the prophylactic treat- 
ment, ran a milder course, apparently being 
favorably influenced by the injection. 

From an examination of the above figures 
the importance of the factor of time is 
manifest. It is seen that the percentage of 
infections increases to a certain maximum 
as the interval of time between exposure 
and the administration of treatment in- 
creases. When the germs of disease have 
reached their site of inoculation, they re- 
quire a certain number of hours to en- 
trench themselves against the antiseptic at- 
tack of an ordinary prophylactic treatment. 
Given this period of time, prophylaxis is 
without avail. In other words, it is im- 
possible to speak understandingly of the ef- 
ficiency of prophylaxis unless the time 
factor is understood and expressed. 

Seeing therefore that the factor of time 
is so highly important in the prevention of 
gonorrhea, it follows that the sooner the 
individual reaches a prophylactic station 
after intercourse the less the likelihood to 
develop the disease. This implies, there- 
fore, the necessity of better prophylactic 
facilities and more stations situated in vari- 
ous parts of a large city, and so located as 
to be easily and quickly accessible from any 
and every point. 

As I mentioned above, the resistance of 
the individual's tissues to the gonococcus is 
a factor of importance in determining the 
development of infection and the severity of 
the infection. This is well illustrated by 
the cases seen in every-day practice. Two 
individuals have intercourse with the same 
woman ; one of them develops a very severe 
infection with marked local and constitu- 
tional signs and symptoms, while the other 
one has only a very mild infection which 
runs a short course. This is undoubtedly 
due to a difference in resistance of the tis- 
sues rather than to a difference in the strain 
of the gonococcus as it was formerly sup- 
posed to be. 

It is commonly thought that the anti- 
septics used during the prophylactic period 
kill the organisms. This is not true, for it 
takes much stronger solutions than those 
used in the prophylaxis to kill the organisms 


in the test-tube. Should strong enough drugs 
be used to kill the gonococcus, then also 
the tissues would be vulnerable by such 
strengths and would undergo destruction. 
The action of the prophylaxis is therefore 
really inhibitory instead of destructive. The 
drug inhibits the growth of the gonococci, 
which gradually die out, and in the mean- 
time enough fighting forces reach the focus 
of invasion so that. the few remaining 
organisms become destroyed. The additional 
value of the antiseptic lies in its mechanical 
action, in that some of the organisms are 
flushed out by the return flow of the anti- 
septic solution. 

Ashburn of the U. S. Army claims that 
50 per cent of gonorrheal infections in the 
army follow even the use of prophylaxis, 
and he therefore emphasizes the great im-- 
portance of the continued encouragement 
of chastity. He concludes by saying that 
“prophylaxis is enough efficient that it 
should be used after any illicit intercourse; 
it is not so efficient as to justify any man 
in assuming any risk of infection, and 
counting upon the use of prophylaxis to 
compensate for his lack of self-control.” 


GENERAL TREATMENT. 


Of all the measures adopted in the man- 
agement of a case of acute gonorrhea, by 
far the most important, especially in the 
early stages, is the general treatment. In- 
deed, if acute gonorrhea were treated like 
any other acute infectious disease, by rest 
in bed, restricted diet, plenty of water, and 
careful hygiene, gonorrheal complications 
would be a very infrequent occurrence, if 
not absent altogether. Most cases would 
run their course as self-limited local diseases 
and terminate favorably. This fact is con- 
firmed by the experience of the army and 
navy surgeons, who claim that their average 
case was milder and shorter than that seen 
among patients in civil life. This was un- 
doubtedly due to the forced rest in bed, 
abstinence from alcohol and sexual excite- 
ment and regulated diet to which these men 
were subjected. 

I shall consider the general treatment 
under the following headings: (1) Hygiene; 
(2) exercise; (3) diet. 
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1. Hygiene—This is a very important 
part of the general treatment, and the more 
thoroughly it is carried out the better the 
end results. 

The first requisite is absolute rest, es- 
pecially during the early stage of the disease. 
The patient should be thoroughly purged, 
and elimination should be carefully looked 
after throughout the remainder of the 
disease. 

The patient should abstain from all actual 
sexual excitement and from all indirect 
means that lead thereto. This includes 
lascivious literature and pictures, isolation 
from female visitors, and any other sexually 
suggestive subjects. 

Frequent bathing at body temperature is 
recommended, with especial attention to 
cleanliness about the external genitalia. 
Furthermore the patient should be in- 
structed as to the danger of carrying the in- 
fection to the eyes. The hands and fingers 
should, therefore, be thoroughly scrubbed, 
washed and sterilized after handling the 
genitalia. Instructions should also be given 
to dispose by fire of all soiled dressings, and 
to take every precaution not to mix the 
utensils and objects used by the patient with 
those of the rest of the family. 

The penis should be carried in a small 
cotton bag suspended from the waist-line. 
On the bottom of this bag there should 
be a piece of absorbent cotton to catch the 
discharge, and this should be frequently 
changed. The patient should be instructed 
to wear the scrotum in a properly fitted 
suspensory bandage, which should not, how- 
ever, exert any pressure at the peno-scrotal 
junction; for otherwise efficient drainage 
from the bulbous urethra will be interfered 
with. 

2. Exercise —All active exercise should 
be abandoned. If the patient is unable to 
stay in bed, then he must be placed on ambu- 
latory treatment and instructed to refrain 
from running, bicycling, motoring, horse- 
back riding, and dancing, all of which may 
act as predisposing factors to complications. 
As the acute stage passes off, moderate 
exercise may be resumed. 

3. Diet.—The most important contribut- 
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ing factor to amelioration in the dietetic 
treatment of acute gonorrhea is the drink- 
ing of water. The patient should drink as 
much water as possible, setting no limit to 
the maximum amount. If the urine is highly 
acid and there is much burning, the dilu- 
tion brought about by the great amount of 
water will sedate the pain. Water has, 
therefore, a twofold purpose; it flushes out 
the urethra and relieves pain. 

The diet should be light, especially in 
the first ten to fourteen days. Alcohol, 
strong tea and coffee, highly spiced foods, 
and condiments should be avoided. In the 
early stages, milk, broth, cereals soft-boiled 
eggs and fish are some of the articles of 
diet than can be taken with impunity. After 
the acute stage is over, most of the restric- 
tions of the diet may be removed, but alcohol 
should not be indulged in at any time dur- 
ing the disease. 


MEDICINAL. 


General internal treatment may and 
should be begun at the earliest period of 
the acute stage. The drugs taken internally 
serve various purposes, such as diuresis, 
antisepsis, and sedation. 

Diuretics in the acute stage serve a two- 
fold purpose: First, they increase the renal 
secretions, and second, they aid to over- 
come the acidity and thus bring about a 
neutral reaction of the urine. Since the 
gonococci do not thrive well in an alkaline 
medium, the advantage of reduction of the 
acidity of the urine is obvious. The drugs 
that appear to give the best results as 
diuretics are the citrate of potassium, ace- 
tate of potassium, and sodium bicarbonate, 
in addition to lime water or barley water. 

In conjuncton with the aforementioned 
drugs, the balsamic preparations play a 
distinct and advantageous part in acute 
gonorrhea, more especially so during the 
stationary stage of the disease. Of this 
group, the oil of sandalwood is possibly 
foremost in value, providing that it does 
not produce gastric disturbance or renal 
congestion. The other balsamics in use are 
copaiba and cubeb, which, however, appear 
to be only secondary to sandalwood oil in 














694 THE THERAPEUTIC GAZETTE 


efficiency. Salol, prescribed in conjunction 
with the balsamics, is useful for its anti- 
septic properties. 

During the early stage, when the urethra 
is highly inflamed, giving rise to frequent 
and painful urination, painful erection, and 
insomnia, sedatives should be resorted to 
for the immediate effect. For this purpose 
opium or its derivatives may be employed. 
This should then be supplemented by the 
administration of bromide of potassium, 
chloral, hyoscyamus, belladonna, or lupulin. 


LOCAL TREATMENT. 


The local treatment in gonorrheal ureth- 
ritis should not be begun until about seventy- 
two hours after the acute onset. It should 
be carried out whenever possible in the form 
of urethro-vesical irrigation. Urethral in- 
jection should be employed in cases in which 
irrigation is impossible, for the injection 
method is more uncertain in its results and 
is inferior in value. 

Owing to the accepted fact that in 85 to 
90 per cent of cases of gonorrhea the in- 
fection extends by contiguity into the deep 
urethra, causing a posterior urethritis, and 
in a large percentage of cases the infection 
extends to the prostate, causing a follicular 
and parenchymatous prostatitis; and since 
many postgonorrheal cases of prostatitis— 
which may be termed sequele to gonorrhea 
—show evidences of focal infection without 
demonstrable gonococci, it would appear 
that in many cases these sequelz could be 
avoided by proper deep urethral irrigations 
during the stage of decline. In attempting 
the treatment of posterior urethritis by 
hand injections, in order to medicate the 
deep urethra, considerable force must be 
employed so as to overcome spasm of the 
external sphincter vesice, thereby giving 
rise to trauma of the highly inflamed ure- 
thra, and in many instances it must be 
readily seen that the medication does not 
reach the intended focus. 

We prefer to classify the drugs used 
locally into two groups, namely: First, 
those which come under the heading of 
antiseptics, which are mild in character, and 
non-irritating to the urethral mucosa; 


second, drugs that are stimulating and as- 
tringent in character, which have proven 
to be beneficial and useful during the 
desquamating, and are of the utmost value 
during the declining stages. 

The drugs belonging to the first group 
that have proven to be most satisfactory in 
our clinic, either by irrigations or injections, 
are potassium permanganate, oxycyanide 
of mercury, the organic silver preparations, 
and the flavine compounds. It would ap- 
pear that the benefits derived from these 
drugs are the mechanical flushing out of 
the urethra, thus preventing the colonizing 
of the organisms, and the inhibiting in- 
fluence that these drugs may have on the 
gonococci. 

During the desquamating and declining 
stages, that class of drugs which belongs 
to the astringent and more stimulating group 
can be employed with advantage. Fore- 
most in this group are the silver salts, es- 
pecially silver nitrate when used in proper 
strength. It is therefore well to begin with 
a weak solution of silver nitrate, such as 
1 to 20,000, which may be gradually in- 
creased in strength to suit the individual 
case, so as not to induce any irritating re- 
action on the mucosa. The salts of copper 
and zinc in conjunction with alum are used 
rather for their astringent action, and are 
therefore of benefit during this stage of the 
disease. These preparations may be used 
either by hand injections for the anterior 
urethra, by instillations into the deep ure- 
thra, and by irrigations for both the urethra 
and bladder. They have proven to be most 
advantageous in the anteroposterior group 
of involvements. The instillations may be 
selected wherever there is localized deep 
urethral involvement, and where concen- 
trated medication may be employed with 
impunity. 


VACCINE THERAPY. 


The antigonococcal vaccines are many, 
which goes to prove that there is no single 
perfected and accepted antigonococcal vac- 
cine. Of the many types of vaccines in 
use, the most common ones are the ordinary 
stock vaccines, the sensitized vaccines, and 
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the detoxicated vaccines. Some claim more 
success with the one type than with the 
other. But their value in the routine treat- 
ment of gonorrhea is no longer questioned. 

For a long time there was great diver- 
gence of opinion as to the efficacy of vac- 
cines in the treatment of acute gonorrhea. 
But now it has been established as a result 
of accumulated experience that although 
vaccine therapy has not developed suf- 
ficiently to replace local and general meas- 
ures, yet it fulfils some very definite func- 
tions in the acute stages of gonorrhea. A. 
R. Fraser summarizes these functions as 
follows: 

1. “To promote increased resistance on 
the part of the blood to the attacking 
organisms ; 

2. “To attack the organisms which have 
penetrated the urethral mucosa and are out 
of reach of the irrigating fluid; 

3. “And later on, when treatment is com- 
pleted or advanced, to serve as a test of 
cure.” 

In our clinic we have met with success- 
ful results in the treatment of complications 
arising from acute gonorrheal infection by 
the employment of gonorrheal phylacogens. 
In the use of these antigonococcal phylaco- 
gens we begin with small doses, such as 
2 cubic centimeters; these are administered 
every second day and the dose is gradually 
increased, the rate of increase depending 
upon the reaction of the patient. The usual 
increase, however, is one-half cubic centi- 
meter every other day, until the patient 
receives the maximum dose of 8 to 10 cubic 
centimeters per injection. We also found, 
more especially in the sequele of conva- 
lescent gonorrheal subjects, that the use of 
autogenous gonorrheal vaccines has ap- 
parently been beneficial in a certain per- 
centage of cases. 


SEROTHERAPY. 


Most clinicians are agreed on the value 
of serotherapy in gonorrheal complications. 
The serum has a remarkable sedative action 
upon the pain, inflammatory phenomena, 
and exudative infiltrations. Some of the 
German workers claim the best results of 
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its use in the treatment of arthritis and 
epididymitis ; some good results in prostatic 
end adnexal processes; little success in 
cervical and vulvovaginal gonorrhea; abso- 
lute failure in the treatment of acute gonor- 
rhea. In other words, the course of 
gonorrheal urethritis is practically unin- 
fluenced by serotherapy. 

In addition to the value of serotherapy in 
gonorrheal complications, we have found in 
our clinic that the patients suffering with 
gonorrheal toxemia were greatly benefited 
by the injection of antigonococcal serum. 

Shachmann in the Bulletin de ’ Academie 
de Médecine (3s., vol. 87, 1922, p. 331) re- 
ports twenty cases of gonorrhea cured by 
autoserum injection. Six of the cases were 
acute gonorrhea; one case was complicated 
by hemorrhage, five by epididymitis, two by 
arthritis, one by gonorrheal conjunctivitis; 
while five of the cases were in the new- 
born, i.e., gonorrheal ophthalmia. The treat- 
ment consists in drawing off from a vein 
a few cubic centimeters of blood, which 
are then centrifuged. About one-half to 
one cubic centimeter of the resulting serum 
is then injected subcutaneously in the abdo- 
men or buttocks. No local or general re- 
action follows. The period of treatment 
rarely lasts more than twenty days. The 
number of injections vary from four to ten. 
With the second or third injection the dis- 
charge decreased in quantity and later be- 
came serous instead of purulent. The 
author claims that its great success justifies 
the use of autoserum therapy routinely in 
every case of gonorrhea. 


CONCLUSIONS. 


1. Prevention rather than treatment is the 
key-note to the problem. The most efficient 
factor in reducing the number of gonorrheal 
infections is the early administration of 
prophylactic treatment. This implies the 
necessity of sanitary and efficient prophy- 
lactic stations in the various central zones 
of a city. 

2. After gonorrheal infection has occur- 
red the most essential factor which is con- 
ducive to success is the general treatment. 
Early general treatment shortens the period 
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of the attack, lessens the severity, and pre- 
vents complications. 

3. Of the drugs intended for internal use, 
diuretics are the most important. The 
diuretics that give the best results are large 
quantities of water, and the alkaline 
diuretics. 

4. Local treatment should not be resorted 
to until about seventy-two hours after the 
onset of the acute attack. It is of greatest 
value when employed in the form of irriga- 
tions ; at first the anterior urethra should be 
medicated, and in the stage of decline the 
irrigation should also extend to the pos- 
terior urethra. The chief effects of the local 
treatment are the inhibition of the organ- 
isms and the flushing out of the urethra. 


The Standard of Cure in Gonorrhea. 


BY G. 0. SCOTT, M.D., C.M., 
AND 
G. H. J. PEARSON, B.A., M.D., 
Ottawa, Canada. 


Uncured gonorrhea is the cause of a great 
deal of suffering and misery, perhaps of 
more than is due to any other disease. In 
the male a comparatively mild infection, in 
the female it is responsible for from 80 to 
90 per cent of pelvic inflammations and 
for 50 per cent of absolute and relative 
sterility. As most of the women who suf- 
fer from these conditions received their in- 
fection from men who considered them- 
selves not diseased, in many cases from 
their marital partners, such figures empha- 
size the necessity of the greatest of care in 
determining when a case of gonorrhea in 
the male is cured. The lax attitude with 
which the laity regard the disease, on ac- 
count of the apparent benignness of the 
symptoms in the male and the consequent 
impatience of submitting to the necessary 
prolonged treatment, is a great contributing 
factor to the dissemination of gonorrhea, 
but the medical profession are not free from 
blame in this respect themselves and fre- 
quently allow a patient to cease treatment 
as soon as the discharge has stopped with- 
out subjecting him to a thorough examina- 
tion to make certain of the absence of the 


gonococcus. It is needless to cite instances 
where a man has been assured by his doctor 
that he was cured, only to marry and infect 
his bride, for such occurrences are not rare: 
but the personal knowledge of even one 
such case emphasizes the necessity of the 
greatest care in discharging any gonorrheal 
patient from treatment. 

The histopathology of the urogenital 
tract explains the ease with which the gono- 
coccus may bury itself so that little or no 
reaction on the part of the body is produced, 
with a consequent absence of clinical signs. 
It suffices only to mention the innumerable 
glandular structures that open on the ure- 
thra, the crypts of Morgagni, Littre’s glands, 
Cowper’s glands, the prostate, seminal 
vesicles, and epididymi, to understand 
readily how such a condition may occur. As 
the organisms are few in number and more 
or less isolated from the blood stream by 
the surrounding tissue reaction, a symbiotic 
state is developed and the patient, as far 
as his health is concerned, becomes only a 
carrier of the disease. He may be able 
even to have an occasional intercourse with- 
out infecting his partner, but if sufficient 
irritation occurs, either through intercourse 
or from some other cause, the barriers 
shutting in the organisms are broken down 
and a number of gonococci liberated which, 
besides infecting the woman with whom he 
has relations, may, if sufficiently numerous, 
produce what appears to the patient to be 
a fresh attack of gonorrhea. This occur- 
rence is well illustrated by the case of a 
man, who reported for examination for late 
syphilis, who gave a history of gonorrhea 
three years previously and who had not 
been exposed for the preceding six months. 
Routine examination showed an apparently 
healthy condition of the whole tract, but the 
following day he returned with an acute 
gonococcal anterior urethritis, undoubtedly 
due to the liberation of encysted organisms 
by the stretching of the urethra during ure- 
throscopic examination. 

It is necessary before a patient with 
gonorrhea is discharged as cured, i.¢., non- 
infectious, that there should be a thorough 
investigation to find if any hidden gonococci 
remain, and to accomplish this a certain 
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amount of irritation has to be applied to 
the urethra. A definite procedure should be 
followed in every case in order that the 
margin of error, present in any single test 
of cure, may be reduced to a minimum, The 
method we have found most reliable is the 
following : 

After the discharge has ceased and the 
all-night specimen of urine is free from pus, 
shreds or filaments, treatment should be 
continued for a week or ten days longer. 
At the end of this period, if the clinical 
signs remain absent, the patient is allowed 
a week’s rest from treatment, and then 
directed to present himself for examination 
in the morning, before he has emptied his 
bladder of the all-night sample of urine. A 
smear is made from any urethral secretions 
that are present, stained by Gram’s method 
and examined for the gonococcus. The 
patient then passes his urine into two 
glasses, which are examined macroscopical- 
ly, and unless perfectly clear and free from 
shreds the urine is centrifuged and smears 
made from the sediment, which are stained 
with methylene blue and Gram’s stain. The 
prostate, vesicles and Cowper’s glands are 
thoroughly massaged and the smear made 
from the expressed secretions stained with 
methylene blue. (In examining this smear 
the number of pus cells in ten consecutive 
fields should be counted and the result 
averaged. If more than two pus cells per 
field are found, the patient still has infection 
in the prostate or vesicles, and though the 
infecting organism may not be the gono- 
coccus, further treatment of these struc- 
tures is indicated.) The anterior urethra is 
examined with the urethroscope to ascertain 
the condition of the mucous membrane and 
whether folliculitis is present or not. If 
the urethroscope is not available, the largest 
sound that can be introduced without pain 
should be passed, or the urethra should be 
stretched with a Kollmann’s dilator. (In 
this case the patient must return the next 
morning that smears may be made from any 
urethral secretion present and from the 
centrifuged urine, as the mechanical disten- 
tion evacuates the contents of the urethral 
glands and so liberates encysted gonococci. ) 
If.a reliable laboratory is convenient cul- 


tures should be made from the urethral 
secretions, the material expressed from the 
prostate and vesicles, and from the urine. A 
specimen of blood should be taken for a 
gonorrheal complement fixation reaction. 
(It might be noted, here, that there is con- 
siderable doubt as to the value of the com- 
plement fixation test in gonorrhea. In a 
large percentage of cases this test never 
shows a positive reaction, so a negative 
result does not indicate the eradication of 
the disease. In those cases that give a posi- 
tive result the reaction remains positive for 
some time after the gonorrhea is cured. 
Cases that have been treated with vaccines 
frequently give false positives, and conse- 
quently in these patients the test is value- 
less. A fixation test is suggested at this time 
in cases that have received no vaccines in 
order that, if a positive result is obtained, 
a test made at the final examination should 
be reported negative if the disease is cured. 
Except for the purpose of record a positive 
result during this part of the examination is 
disregarded. ) 

If all examinations prove negative, the 
patient is instructed to live his ordinary life, 
except that alcohol and sextal intercourse 
are prohibited, and to report at the end of 
three weeks, when the second step in the 
examination is carried out, in the following 
manner: 

On the first day the patient presents him- 
self in the morning before emptying his 
bladder. The urethra is gently milked and 
at least two smears made of any secretion 
that can be expressed. If facilities are 
available cultures should be made each time 
smears are taken. The urine is then passed 
into two glasses, and the bladder filled with 
warm boric solution. The prostate, vesicles 
and Cowper’s glands are thoroughly mas- 
saged, and at least two smears made from 
the expressed secretion. The bladder is 
emptied into a third glass, and the anterior 
urethra is examined with the urethroscope 
or stretched by a dilator or a large sound. 
In the latter case the urethra should be 
gently massaged against the sound. The 
patient is given an intramuscular injection 
of three million killed gonococci, and if the 
former complement fixation test was posi- 
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tive a specimen of blood is taken for a 
second reaction. The patient is told to re- 
port the following morning before he has 
passed his all-night sample of urine. The 
secretions are examined as follows: 

Urethral smears: One slide is stained 
with methylene blue and examined. If no 
pus or organisms are present, the second 
slide may be discarded. If either are found 
the second slide is stained with Gram’s stain 
and a careful search made for Gram-nega- 
tive diplococci. 

Urine samples: If the three samples are 
macroscopically free from haziness, mucous 
cloud, shreds, or filaments, they may be 
discarded. Any specimen not perfectly clear 
should be centrifuged and two smears made 
from the sediment. In making these smears 
it is technically easier to use a fine pipet 
to collect the sediment than a platinum loop. 
These smears are subjected to the same 
staining procedures as the urethral smears. 

Prostato-vesicular smears: One smear is 
stained with methylene blue and examined 
for pus and organisms. If more than two 
pus cells per field are found the prostate 
is still infected and needs further treatment, 
though the gonococcus may not be the in- 
fecting organism. If organisms are found 
the second smear is stained with Gram’s 
stain and searched for Gram-negative diplo- 
cocci. 

On the second day smears are made from 
any urethral secretions present and from 
the centrifuged urine, and examined in a 
similar manner. <A second intramuscular 
injection of five million killed gonococci is 
given. 

Urinary and urethral smears are made on 
the third and fourth day. 

On the fifth day, urinary and urethral 
smears are made, and the prostate, vesicles 
and Cowper’s glands are massaged and 
their secretions examined. A urethroscopic 
examination is made or the canal dilated 
with a large sound or a dilator, and the 
urethra and bladder irrigated with a 
1:10,000 solution of silver nitrate. 

Urinary and urethral smears are made 
on the sixth day. 

If all tests are negative for the gono- 
coccus, the patient may be considered non- 


infectious. Of course, if the organisms are 
found further treatment is necessary. 
Should the second complement fixation re- 
action be positive, the whole examination 
must be repeated a month or six weeks 
later. 

In a paper of this nature it is needless 
to discuss the rationale of these procedures. 
Any one of these tests by itself is of little 
value, but combined in this manner we be- 
lieve that, though not infallible, the pos- 
sibility of error is reduced to a minimum. 
The method, though time-consuming, is not 
difficult and can be easily carried out by 
any medical man with the ordinary labora- 
tory equipment. We believe that if each 
patient with gonorrhea were subjected to 
this examination before being discharged as 
cured the incidence of uncured gonorrhea 
would be greatly reduced. 
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The Treatment of Acute Gonorrhea in 
the Male. 


BY LOUIS J. ROTH, M.D., 
Columbus, Ohio. 


No disease which attacks the human 
body has such a barrage of, remedies as 
has gonorrhea. This implies that some of 
them do some good, that others do no good, 
and that no single one of them is specific. 
This lack of specific remedies does not al- 
low a routine treatment for every gonor- 
rheic, and hence the physician has to use 
his own judgment in knowing how, when, 
and what treatment to use. The how and 
when are of the greatest importance. The 
most successful physician will be the one 
who realizes the idiosyncrasies of the pa- 
tient and his urethra, and who can adjust 
his treatment accordingly. It is difficult to 
generalize about these matters, which re- 
quire the exercise of good medical judg- 
ment in each individual case, but I believe 
there are some dogmatic statements that 
may be of use. 

The treatment of acute gonorrhea in the 
male may be taken up under three’ heads: 
(1) External and hygienic; (2) Internal; 
and (3) Local. 

External and Hygienic—1. Rest and re- 








 . _ —/|- -— A FS | —e OD 


[7.7 | —e >? — 


in 








ORIGINAL ARTICLES 


striction of physical exercise should be em- 
phasized. Just how great a factor this is 
can be seen in the difference in the results 
obtained in hospital and dispensary patients. 

2. The wearing of a jock strap which 
keeps the genitals at rest is a great aid. 

3. Hot sitz baths, morning and evening, 
not only aid acute anterior gonorrhea, by 
the hyperemia they produce, but also aid 
as a prophylactic to the posterior urethra. 
Since it is the main treatment in acute pos- 
terior complications, it is good medical prac- 
tice to use it before complications occur. 

Internal_—1. Impress your patient that 
whisky, beer, spices and highly seasoned 
food irritate the urethra and only aid the 
gonococci. 

2. Water, and more water, is paramount. 
One glass of water every hour is an easy 
rule to remember. There is no better 
diuretic. 

3. One-half teaspoonful of sodium bi- 
carbonate, four times a day, keeps the urine 
bland and non-irritating. 

Local.—The remedies most often used 
are argyrol, ten to twenty per cent; pro- 
targol, one-fourth to one per cent; potassium 
permanganate, one to five thousand to one 
to ten thousand; and acriflavine, one to 
two thousand to one to eight thousand. The 
majority of urologists favor argyrol, ten 
to fifteen per cent, because it is not as ir- 
ritating to the mucosa as protargol and po- 
tassium permanganate. Some use the fresh 
argyrol in the office and let the patient in- 
ject himself with protargol, one-fourth to 
one per cent, three or four times a day, 
retaining the injection five minutes. Others 
combine the silver medicaments with daily 
irrigations of one to eight thousand, or one 
to ten thousand, potassium permanganate. 
The action of the silver preparation is two- 
fold: (1) germicidal; (2) checks further 
progress by forming a definite silver deposit 
in the protoplasm of the healthy living cells 
which line the urethra, thus raising the re- 
sistance to bacterial invasion, But the great 
danger lies in using a too strong solution, 
which kills the cell and exposes a partially 
undeveloped, underlying cell whose resist- 
ance is not-only lowered but practically 
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destroyed. Gentle, tactful, mild treatment 
with non-irritating solutions should be em- 
phasized. The drug that has been least 
irritating and most effective for me is acri- 
flavine; the use of which and the various 
forms of treatment employed are illustrated 
in the following cases. Neutral acriflavine, 
after two months’ trial, did not show any 
superiority over acriflavine. 

Case 1.—The patient has a slight urethral 
discharge of from one hour to two days’ 
duration ; his first gonorrhea ; meatus not in- 
flamed ; no burning, urgency, frequency, or 
pain on erection; first urine slightly cloudy 
—a few fine shreds; second urine clear. 
Here is a patient who is seen before the 
acute symptoms have reached their height. 
At this stage the gonococci are lying mostly 
along the surface of the mucosa. The an- 
terior urethra is irrigated with a one-to- 
three-thousand solution of acriflavine, 500 
cc being used by the Janet or hydrostatic 
method. Many posterior complications are 
due to the careless or injudicious use of 
irrigations. The hydrostatic pressure 
should not be so great as to overdistend the 
urethra, which does as much harm as pass- 
ing a large sound in this acute stage. The 
last three fingers of the left hand should 
be palpating the urethra, and constantly 
noting its distensibility. The irrigating tip 
should be so inserted between the meatal 
lips as to leave an easy outflow. The 
urethra should be gently massaged during 
the irrigation, as is done in the act of ex- 
pressing pus from the canal. This, I be- 
lieve, not only aids in expressing pus from 
glands which otherwise would not be 
reached, but also stimulates the cells lining 
the urethra. Toward the end of the irriga- 
tion the urethra is allowed to become full, 
and as the irrigating tip is being withdrawn 
from the meatal lips the thumb and index- 
finger close the end of the urethra; the 
patient then substitutes his fingers and holds 
the injection in for ten minutes. 

Next, he is given a 2'4-drachm glass 
syringe. To say “Use this twice a day” is 
to ask the impossible. I have seen patients, 
so instructed, who washed only the glans 
penis with the injection, and others who 
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were not able to get any solution into the 
urethra and gave it up as a bad job. The 
patient half fills the syringe with a one-to- 
four-thousand solution of acriflavine. Hold- 
ing the syringe in the right hand, the end 
of the penis—held at an angle of about 
forty-five degrees—is grasped behind the 
corona by the middle and ring fingers of the 
left hand; the urethral meatus is opened by 
the thumb and index-finger of the same 
hand ; the meatal lips are drawn firmly upon 
the blunt nose of the syringe, which is held 
in the same line as the penis; the solution is 
slowly injected by holding the glass shaft 
of the syringe between the thumb and mid- 
dle finger and pressing the rubber bulb or 
piston with the thumb of the right hand. 
Patient is instructed to use the injection 
twice a day, retaining it for five minutes, 
and to report that evening for another irri- 
gation. He is also instructed to urinate 
before taking the injection in order that 
medication may best reach the mucosa and 
that any pus in the anterior urethra may 
not be forced posteriorly. 

Many of these cases have been cured in 
four days; the acriflavine acting almost like 
a specific. If the patient is not cured in 
four days he reports only once a day for 
an irrigation of one-to-five-thousand acri- 
flavine; and hand injections of one-to- 
eight-thousand acriflavine are used three 
times a day, the injection being retained 
seven minutes. At the end of four to six 
weeks the patient is cured, if no complica- 
tions occur. 

Case 2.—Patient comes in with profuse 
discharge; many gonococci; meatal lips 
swollen and inflamed; urethra tender to 
touch; burning on micturition; pain on 
erection; prepuce edematous; glass one, 
cloudy; glass two, clear. Here is a case 
which must be handled gently and intelli- 
gently. Urethras vary greatly in their sen- 
sitiveness. Some urethras rage at one-per- 
cent protargol, twenty-per-cent argyrol, or 
one - to - three - thousand acriflavine, while 
such strengths are soothing to others. We 
must find their threshold of tolerance and 
then, if possible, advance this tolerance as 
the pain and tenderness disappear. Pain, 
amount of discharge, and burning on urina- 


tion are the sign-posts that guide us. One 
may say that any treatment which relieves 
these conditions is the right treatment, and 
one that aggravates them should cease 
immediately. 

The patient with the above symptoms is 
instructed to immerse his penis in a hot 
solution of one-to-one-thousand potassium 
permanganate four times a day, fifteen 
minutes to an immersion. In the mean- 
while the penis should be held upright 
against the abdomen by means of a jock 
strap. For the first three or four days the 
patient uses injections of one-to-eight- 
thousand acriflavine, three times a day, five 
minutes each. This strength rarely causes 
any irritation. Mann, Hymen, Watson and 
Rosen favor solutions of one-to-two- 
thousand to one-to-four-thousand. I have 
found that this strength usually irritates 
the urethra if used over a period of two 
weeks. After three days a gentle irriga- 
tion of one-to-five-thousand acriflavine is 
employed every other day. (In fifty such 
cases treated only twelve per cent developed 
posterior complications.) In from two to 
four weeks the discharge has stopped or is 
slight and mucoid in character, the urine is 
clear, and all subjective symptoms have dis- 
appeared. The discharge, as it becomes 
mucoid, should be examined at each visit, 
as it aids in the prognosis. As we notice 
the disappearance of the gonococci and pus 
cells, with an increase of epithelial cells 
and mucus, we may make a good prognosis ; 
but if the gonococci persist, in spite of the 
decrease in discharge, you may be sure you 
are going to have a chronic case. In cases 
in which the gonococci have disappeared 
from the discharge and only a morning 
drop can be seen, it is safe to give astrin- 
gents; but as long as the gonococci persist, 
astringents only aid in producing a chronic 
urethritis. 

In some few cases in which acriflavine 
did no good, or aggravated the symptoms, 
argyrol or protargol was used. This may 
have been due to the temper of the patient’s 
urethra or to the different strains of gono- 
cocci. If this treatment does not bring 
about any improvement something is wrong 
with the diagnosis. The patient may have 
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an acute prostatitis, a posterior urethritis, 
a stricture or a glandular foci which cannot 
be reached by this local treatment. 


TREATMENT OF POSTERIOR COMPLICATIONS. 


In cases with posterior complications the 
patient complains of urgency, frequency, 
having to get up three or four times a night, 
the last drop of urine voided giving him 
exquisite pain or terminal hematuria; pros- 
tate enlarged, tender, and hot to the touch; 
glass one and two, cloudy; discharge may 
be profuse or scant, containing many gono- 
cocci. All local treatment should cease. 
Hot sitz baths, two or three times a day, 
ten minutes to a sitting, often relieve these 
symptoms. Rest in bed should be enforced. 
‘Hot rectal douches, if done so as to avoid 
frequent desire to expel the irrigation, and 
only when a slow and constant stream 
under low pressure is maintained, are ex- 
tremely soothing. These should be given 
twice a day. If the foregoing fail to re- 
lieve the urgency and pain, tincture hyos- 
cyamus, one drachm three times a day, and 
rectal suppositories containing opium and 
belladonna will give relief. I have seen 
patients whose tender, inflamed_ prostates 
have attracted the finger of physicians who 
would never consider the massage of a 
boil. If treated kindly the prostate reacts 
favorably. After these symptoms have 
subsided for ten days, gentle massage upon 
a full bladder of one-to-five-thousand acri- 
flavine, injected by means of a well lubri- 
cated No. 13 catheter, has given excellent 
results. After the massage the patient 
voids a slight amount of the solution in 
order to wash out the pus expressed by this 
manipulation. He retains the rest of the 
solution one hour. The anterior urethral 
infection is taken care of by injections of 
one-to-eight-thousand acriflavine twice a 
day. 


TREATMENT OF ACUTE EPIDIDYMITIS. 


1. Palliative—Elevation and _ absolute 
rest of the scrotal contents are the prime 
essentials in this treatment. I have found 
a T-bandage, made of adhesive plaster, to 
give the best results. The horizontal bar 
of the T is about three inches wide and 
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about twenty-eight inches long; the vertical 
bar being about two inches wide and thir- 
teen inches long. Around the intersection 
of the bars gauze is placed to protect the 
pubic and anal hairs from the adhesive. 
The horizontal bar forms a lap for the 
scrotum, the ends of which are strapped to 
the abdominal wall, lifting the scrotum as 
high as possible. The vertical portion of 
the T is divided into four narrow strips, 
the outer ones going over the gluteal folds 
and the two inner ones over the center of 
the buttocks. This prevents the bandage 
from slipping upward. With such a band- 
age a large percentage of cases are kept 
out of bed, and can usually perform their 
work. The relief of pain is almost im- 
mediate. Many of these cases of epididymi- 
tis can be aborted if the physician will 
palpate each vas during the treatment of 
acute gonorrhea, since the vas is the first 
to become infected. At the first sign of 
thickening and inflammation of the vas a 
scrotal adhesive bandage hastens recovery 
and saves an epididymitis. If fever is 
present the patient should be confined to 
bed and an ice-bag placed on the scrotum. 
Most patients find relief on the application 
of cold, while some react better to heat. 
All local treatment should cease. 

2. Operative—To me, the ideal treat- 
ment for severe acute cases of epididymitis 
is epididymotomy. In eighty-seven cases 
which I operated at the Morrow Hospital, 
Baltimore, the relief of pain was immediate 
and most of the patients were walking 
around within four days. There was only 
one case of recurring pain, two months 
after operation. As to the effect on steril- 
ity, I do not know. One case of double 
epididymitis showed no live spermatozoa 
two months after operation. Unfortunately 
this treatment seems more radical than the 
ice-bag or hot poultice, but in the long run 
it is the most conservative. 


SUMMARY. 


1. There is no fixed rule for the treat- 
ment of gonorrhea in the male. We must 
adjust our treatment to the individual. 

2. Hot sitz baths, employed in acute an- 
terior gonorrhea, combat the anterior ure- 
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thritis and often prevent extension into 
the posterior urethra. 

3. Gentleness, as regards use of non- 
irritating solutions, irrigations, and fre- 
quency of treatment, is essential. 

4. Acriflavine irrigations of one-to-five- 
thousand, and urethral injections of one-to- 
eight-thousand, have proven least irritating 
and most effective. 

5. Harsh anterior irrigations, with high 
hydrostatic pressure, is one of the prime fac- 
tors in causing severe posterior complica- 
tions. 

6. Local treatment aggravates acute 
posterior complications. 

%. The most conservative treatment for 
epididymitis is epididymotomy. 

350 E. State Sr. 


The Treatment of Gonorrhea in the 


Male. 


BY LEON HERMAN, M.D., 
Philadelphia, Pa. 

Complete natural immunity to the gono- 
coccus probably does not exist, nevertheless 
the urethral epithelium together with cer- 
tain defensive powers of the individual re- 
sist the penetration and growth of the 
microorganisms, hence the incubation period 
of the disease. 

It may be assumed that an individual 
who escapes infection when cohabiting 
with an infected woman does so by virtue 
of the failure of the gonococcus to find 
lodgment on the urethral mucosa, or, hav- 
ing been deposited there, because it is 
flushed away by the urinary stream before 
intramucosal implantation takes place. Con- 
siderable confidence is placed in this form 
of mechanical prophylaxis by those who 
have ample reason to lean heavily upon 
faith, but the method is doomed to eventual 
failure, and again for mechanical reasons. 

A considerable experience with the U. S. 
Navy abroad leads us to agree with Young, 
Walker and others that the recognized 
forms of venereal prophylaxis are most 
efficient, if properly used, in the prevention 
of gonorrhea and syphilis, but that they 
have little or no influence in the prevention 
of chancroids. The latter disease was ex- 


ceedingly prevalent among the troops, con- 
stituting, according to Ashburn, two-fifths 
of all venereal cases in the A. E. F., while 
less than 4 per cent of venereal diseases 
brought in by the draft were chancroidal. 
In Brest, France, severe chancroidal and 
mixed sores were commonly seen, and it 
was our impression that prophylaxis had 
little influence in their prevention. Some 
observers believe that calomel ointment not 
only fails to kill the virus of chancroids, 
but actually increases the incidence of the 
disease as a result of abrasions caused dur- 
ing its application. Ashburn states that the 
use of prophylaxis reduced the incidence of 
venereal diseases among the troops on 
foreign service to about one-third of what 
otherwise it would have been. 

The gonococcus exhibits little resistance 
to a multitude of drugs that are without 
serious harm to mucous membranes. These 
drugs are easily obtained, the method of 
their application is simple, they are not 
costly, and information concerning their 
proper use and value has been widely dis- 
seminated, notwithstanding which the aver- 
age individual in hospital practice almost, if 
not entirely, ignores venereal prophylaxis. 

Rigid military discipline alone would 
seem to enforce prophylaxis. One does 
not expect the individual to employ this 
measure whose sexual indulgences are lim- 
ited only by physical incapacity. The com- 
mandant of a certain labor battalion in 
France issued an order to the effect that 
each soldier, whether admitting or denying 
exposure, was to be given prophylactic 
treatment on his return to the barracks. 
The incidence of gonorrhea was said to be 
practically nil. 

Statistics gathered from military sources 
find little application in civil practice. The 
intelligent, careful civilian, if sober, usually 
employs prophylaxis successfully ; the igno- 
rant, careless individual disregards every- 
thing that entails the slightest inconvenience 
and consequently continues to acquire 
venereal diseases. 

The physician is requested by some pa- 
tients to provide them with a means of 
prophylaxis for routine use; to some indi- 
viduals he should suggest the use of prophy- 
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laxis; he is less frequently consulted by 
persons who desire him to give them 
prophylactic treatments; and finally he is 
called upon to give individual or class in- 
struction in sex hygiene, which is, in part, 
venereal prophylaxis under the guise of 
moral instruction. We will dismiss the 
latter by advocating a more general teach- 
ing of youths of the anatomical and physio- 
logical damages that result from venereal 
disease. 

A long prepuce predisposes not only to 
chancroids and syphilis, but to gonorrhea 
as well. The modern practice of circum- 
cision as practiced by obstetricians is to be 
commended. 

The choice of prophylactic measures for 
self-application lies between mechanical ap- 
pliances (the condom) and chemical anti- 
septics. The former is a relatively safe pro- 
tective against all of the venereal diseases, 
but it is possible to acquire either chancroids 
or chancre on parts unprotected by the 
cover ; or even to infect the urethra during 
its careless removal. 

Some of the widely advertised chemical 
antiseptics which are dispensed in collapsi- 
ble tubes are non-irritating and efficient. 
Some individuals select their own remedies, 
and often with disastrous results. Strong 
solutions of bichloride of mercury are used, 
with an intractable urethritis as a result. 
Weak solutions (1:5000) will usually pre- 
vent gonorrhea, but many urethrz are too 
sensitive even for this strength. The same 
objection applies to silver nitrate. Calomel 
is a useful prophylactic agent against gonor- 
thea and syphilis. A semi-liquid prepara- 
tion for both intra- and extra-urethral use 
is dispensed as follows: 

Calomel, 50. 
Liq. petrolatum, 60. 
Adeps lanz, 70. 

We are in the habit of prescribing pro- 
targol (1 to 2 per cent) for intraurethral 
use, and calomel ointment (33 per cent) for 
external application. Strong solutions of 
argyrol and protargol commonly cause 
chemical urethritis. 

The individual who habitually exposes 
himself to venereal disease will not long 
be bothered with syringes, but will resort 


to the more convenient if less efficient com- 
mercial preparations. 

When patients apply for office prophylac- 
tic treatments, we first irrigate the anterior 
urethra (meatus irrigation) with several 
quarts of warm potassium permanganate 
solution (1:3000 to 1:5000), and follow 
this with an instillation of protargol solution 
(1 to 2 per cent), taking care not to over- 
distend the canal. Instillations of argyrol 
(5 to 10 per cent) are equally useful. The 
patient is then given calomel ointment, with 
instructions to rub it well into the external 
genitals and adjacent surfaces of the thighs 
and lower abdominal wall. This method is 
very efficient if applied within twelve hours 
after exposure. In cases presenting them- 
selves at longer intervals, one either awaits 
developments from day to day, or if active 
measures are decided upon, we employ the 
“sealing in” abortive method described 
below. 

It is of vital importance to remember 
that heroic measures which entail the use 
of strong chemicals are often productive 
of the greatest injury to the urethral walls, 
and under no circumstances accomplish 
more than can be gained by weak solutions. 
When the gonococci have invaded the tis- 
sues deeply, they are beyond the reach of 
antiseptics in strengths that can be used 
safely. 


ROUTINE TREATMENT. 


Remarks.—In the treatment of intense 
urethritis, expectant measures comprising 
general hygienic regulations and internal 
medication alone are to be employed until 
the inflammation shows signs of subsiding. 
The treatment is the same as that prescribed 
for inflammation elsewhere, with certain ex- 
ceptions and additions. The urethral func- 
tion entails muscular contractions and the 
subjection of the mucous membrane to the 
irritating effects of the urine. Nor is it 
possible to control entirely erections, which 
add to the urethral congestion. These 
sources of irritation can be minimized, and 
the sum total of such efforts constitutes 
the expectant form of treatment. The pa- 
tient must be instructed in the means of 
preventing complications which arise from 
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uncleanliness, balanoposthitis, lymphangitis, 
lymphadenitis, etc. Some patients recover 
without local treatment, but in the majority 
of instances the assistance of chemical 
antiseptics must be enlisted. During the 
course of the disease it will be found neces- 
sary to change the form of treatment from 
time to time; to withhold all local measures 
when the inflammatory symptoms become 
prominent; to include the posterior urethra 
in the treatment when this portion of the 
canal becomes infected, or to await the sub- 
sidence of a violent posterior urethritis 
before continuing with local repressive 
measures; to prescribe a more stimulating 
treatment when the disease shows evidence 
of becoming lethargic. The physician 
should at all times do only that which he 
knows to be harmless, remembering always 
that overtreatment is a common cause of 
intractable urethritis. 

The patient will follow instructions in so 
far as they do not seriously interfere with 
his vocation. Dancing, athletic exercises, 
motor cycling, automobile and horseback 
riding are harmful. 

The infectious nature of the disease must 
be explained in detail. If tub baths are to 
be taken, the tub must be scrubbed thor- 
oughly afterward with soap and water 
and flushed with hot water. The gonor- 
rheic should never use the same tub in 
which little girls are bathed. Infected ma- 
terials should be burned. Contaminated 
clothes should be boiled before being sent to 
the laundry. 

To prevent overdistention of the bladder 
during the sleeping hours, and to minimize 
erections, the intake of water is limited dur- 
ing the late afternoon and evening, and in 
the middle of the night the patient, awak- 
ened by his alarm clock, arises and empties 
the bladder. 

During the day water is taken copiously 
unless the deep urethra is inflamed acute- 
ly, in which event the water intake is re- 
duced to the minimum. 

Alcoholic beverages are exceedingly 
harmful, being second in this respect only 
to sexual excitement. Condiments and 
highly seasoned foods of all kinds are to 
be avoided. Coffee and tea do no harm 


in uncomplicated cases, but should be with- 
drawn if the posterior urethra is involved. 
Violent posterior urethritis necessitates con- 
finement to bed. The bowels should be 
kept freely open, but drastic purgation is 
harmful. 

Instructions are given in the collection 
and disposition of the urethral discharge. 
If a tight phimosis complicates the condi- 
tion, a dorsal or two lateral splits should 
be made at once. There is no danger of 
causing systemic gonorrhea by this proce- 
dure. The butterfly dressing is especially 
applicable to patients with long but easily 
retracted prepuces. This consists of three 
thicknesses of gauze about three inches 
square with a centrally placed opening large 
enough to admit the glans penis. The latter 
is drawn through the opening, the margins 
of which are caught in the coronal sulcus. 
When the prepuce is drawn forward, the 
gauze lines the preputial sac and protrudes 
from the orifice, being thus ideally placed 
to collect the discharge without obstructing 
the meatus. The use of cotton should be 
avoided since it seals up the meatus and 
thus interferes with drainage. The penis is 
carried in a gonorrhea bag (which may be 
purchased in the shops), or in the toe of a 
stocking pinned to the underclothing. Ab- 
solute cleanliness is essential, especially in 
persons with long foreskins. 

The local treatment of gonorrhea is de- 
signed to destroy the infection or to limit 
its activities by means of chemicals intro- 
duced in various ways into the urethra. The 
first requisite is to select such drugs and 
to so employ them that no injury is done 
the urethral tissues. All are agreed that 
the ideal gonococcicide has not been dis- 
covered—the drug that will penetrate deep- 
ly, safely, and in such strengths as are 
lethal to the gonococcus. The chemical 
union of mercury with a dye, which latter 
it was hoped would serve to carry the 
antiseptic element into the deeper tissues, 
at once placed mercurochrome on a sound 
theoretical basis, but the clinical results 
have been disappointing. Ballenger and 
Elder have utilized the antiseptic properties 
of emanations from the colloids of certain 
silver salts and claim to have obtained supe- 





Om =~ A FT jm ~-f*nn cminmipa~ 


oOo OQ. o 








ORIGINAL ARTICLES 


rior clinical results. A solution of colloidal 
silver chloride (5 to 10 per cent) was 
found to be non-irritating, to have a higher 
germicidal value than other drugs in com- 
mon use, and to be especially useful for 
sealing-in purposes. Cobb previously re- 
ported excellent results with the use of col- 
loidal silver chloride (Hille), and while our 
limited clinical experience with this prepara- 
tion confirms its non-irritating qualities, we 
have not had brilliant results so far as rapid 
disinfection of the urethra is concerned. 

The early employment of astringents has 
been given some attention lately, and Zins- 
ser, who disapproves of the use of silver 
salts in the early stages of urethritis, on the 
ground that they are irritating and increase 
the discharge, advocates the use of zinc 
sulphocarbolate (0.33 per cent). Astrin- 
gents will undoubtedly decrease the dis- 
charge, and the retention of immune bodies 
is a theoretical source of benefit, but clinical 
experience indicates that they not only fail 
to promote a cure, but actually prolong the 
disease and add markedly to the incidence 
of complications. 

Hand injections are of great value if 
properly used: improper use of them may 
be productive of great harm. The injec- 
tions may be given either by the patient or 
by the physician. In the treatment of chil- 
dren, or of adults whose intelligence is 
negligible, the physician will make the in- 
jections. 

The instructions for self-treatment are as 
follows : 

1. Procure a blunt-nozzled, all-glass ure- 
thral syringe of small capacity (5 to 10 cc). 

2. Sterilize the syringe before using by 
immersing in hot water. (The trade sup- 
plies a syringe and bottle combined, the 
syringe being immersed at all times in the 
injection fluid: this is a satisfactory in- 
strument. ) 

3. About 5 cc of the solution is placed in 
the syringe. 

4. The filled syringe is laid aside: the 
glans is cleansed with alcohol or a weak 
solution of bichloride (1:3000). The blad- 
der is emptied. 

5. The patient seats himself on a chair or 
privy seat. The lips of the meatus are 
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separated by the fingers of the left hand, 
the tip of the syringe is placed within the 
meatal opening, and the contents of the 
syringe gently expelled into the canal. The 
meatal lips are compressed gently as the 
syringe is removed. 

6. The fluid is retained in the canal for 
ten minutes. 

?. The patient is cautioned to be cleanly, 
never to overdistend the canal, and to dis- 
continue the injections if they cause the 
slightest pain. The injections are repeated 
several times daily. ; 

Drugs Employed for Hand Injection— 
Argyrol (5 to 10 per cent) and the emul- 
sion of silver iodide (5 per cent) are the 
drugs par excellence for acute gonorrhea 
in its early stages. Silvol, neosilvol and col- 
loidal silver chloride (Hille) are also use- 
ful. As the inflammation subsides these 
drugs lose their efficiency, and it is neces- 
sary to prescribe a slightly stimulating 
injection. In this group are included pro- 
targol (% to 1 per cent), acriflavine 
(1:2000 to 1:1000), mercurophen (1:1800 
to 1:4000), and mercurochrome (1:1000). 

Astringent injections are reserved for the 
subsiding stages of the disease, when a 
slight mucoid discharge persists despite the 
absence of gonococci. We never employ 
astringents in the presence of the gono- 
coccus. The vast majority of mucoid dis- 
charges depend upon persistence of the 
gonococcus in the deeper strata of the 
urethra, or upon structural changes that 
astringents are powerless to remove. The 
commonest lesion is one characterized by 
soft infiltrations, and the use of astringent 
injections merely discourages accurate diag- 
nosis. However, if the physician can assure 
himself that the morning drop is due solely 
to a catarrhal urethritis in the absence of 
posterior urethral involvement and in the 
absence too of gonococci, he may prescribe 
astringents with the hope that they may do 
some good. If the discharge has persisted 
for several months, it may be taken for 
granted that the lesion is other than catar- 
rhal, and calls for a careful examination 
of the canal and adjacent glands. The 
number of astringent injections is legion; 
there is little to choose between them in 
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our experience, although our preference is 
for zinc sulphate. The Ultzmann injection 
is a favorite with us: 

Zinc sulphate, gr. 4-12; 

Alum, gr. 4-12; 


Ac. carbol., m. 4; 
Aque, oz. 6. 


M. S.: Locally, night and morning. 


Deep Injections—Instillations. — Injec- 
tions of medicine into the deep urethra have 
no place in the treatment of acute posterior 
urethritis. In certain cases of posterior 
subacute inflammations we have recourse to 
instillations after irrigations have failed. 
The same drugs are used as for acute an- 
terior urethritis, and the safest means of 
injection is through a small soft-rubber 
catheter. 

Irrigation of the urethra is properly per- 
formed by means of a suitable wall tank or 
douche bag; the use of a piston syringe is 
extremely dangerous. We never use the 
catheter for irrigation, employing meatus 
irrigations routinely. The blunt nozzle of 
the instrument is placed between the lips 
of the meatus, the fluid being propelled by 
gravity. 

Having emptied the bladder, the patient 
sits on the edge of a chair in the semi- 
reclining position with the legs held wide 
apart and fully extended. The operator 
seats himself to the patient’s right. The 
penis is grasped between the middle and 
ring fingers of the left hand, and with the 
thumb and index-fingers the meatal lips are 
separated. The right hand controls the irri- 
gating apparatus and regulates the force 
with which the fluid enters the canal. The 
fluid is allowed to enter the canal very 
slowly, and if it is desired merely to medi- 
cate the anterior urethra, the pressure at 
the meatus is relaxed so that the fluid flows 
in and out. There is no objection to giving 
the irrigations with the patient in the upright 
position. Complete or bladder irrigations 
made in this way are more difficult, for the 
sphincter muscles tend to contract spas- 
modically. The method is often spoken of 
as irrigation by hydrostatic pressure or 
forced irrigation, and the beginner is ad- 
vised to provide himself with a wall tank 
which can be raised or lowered to conform 
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with the contractile vagaries of the sphinc- 
ter muscle, the idea being to overcome the 
rebellious muscle by increasing hydrostatic 
pressure. This is not only dangerous but 
impossible, for the spastically contracted 
muscle cannot be opened forcibly. The 
fluid should be introduced slowly and with- 
out force, and at the same time the patient 
makes the effort to urinate, and as a little 
fluid enters the deep urethra the pressure 
on the rubber tubing is slowly relaxed until 
a full-sized stream is entering the urethra. 
If the muscle persistently refuses to relax, 
if it relaxes and contracts spasmodically, 
forcing the fluid back into the tank, or if 
the patient complains of pain, the operation 
is postponed. Patients can almost invari- 
ably be taught to “take” the irrigation ; they 
can never be forced to “take” it safely. 
Many factors determine the success or fail- 
ure of the procedure; the patient must not 
be apprehensive; his mind should be dis- 
tracted by irrelevant conversation ; the fluid 
should neither be too hot nor too cold, and 
under no circumstances should force be 
used. The patient who develops an acute 
epididymitis after a prolonged, painful, and 
futile attempt to irrigate ‘the deep urethra 
will certainly accuse the physician of a lack 
of common sense if of nothing more serious. 

Potassium permanganate is without a 
rival for irrigation purposes in gonorrhea. 
Weak (1:3000 to 1:10,000), hot (110° to 
120° F.) solutions are employed in the form 
of copious irrigations. Most surgeons be- 
lieve that irrigations should not be used in 
the hyperacute stages of the disease ; others 
advise irrigations from the beginning; 
others find no use for them at any stage 
of the disease; while the majority of sur- 
geons use this form of treatment at some 
time during the course of the disease. Some 
irrigate only the anterior urethra, taking pre- 
cautions lest the fluid should enter the deep 
urethra; others irrigate the entire canal 
from the beginning; a few authorities ad- 
vise catheter irrigation of the deep urethra 
from the beginning; some use catheter irri- 
gations of the anterior urethra; some em- 
ploy irrigations and hand injections simul- 
taneously, and others rely entirely upon one 
or the other. The experienced surgeon has 
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no routine plan of treatment. Whatever 
plan is adopted primarily one must be pre- 
pared to change it at any time. If irriga- 
tions are decided upon and some of the 
fluid enters the deep urethra during the 
gentle, meatal introduction of the fluid, 
there is no reason in our opinion why steps 
should be taken to prevent it. Patients 
whose entire urethrz can be irrigated with 
ease do far better, and develop epididymitis 
and other complications less frequently, than 
do those whose sphincter muscles go into 
violent contraction with the introduction of 
the fluid, however gently, into the anterior 
urethra. We can see no reason for elimi- 
nating hand injections when the canal is 
being irrigated. Self-irrigation on the part 
of a patient with acute gonorrhea is not to 
be countenanced. 

Irrigations with silver nitrate (1:1000 to 
1:20,000) are extremely useful in the treat- 
ment of postgonorrheal catarrhal urethritis, 
and as a local irritant when the disease 
threatens to become persistent. This drug 
may activate a quiescent gonorrhea and must 
be used with great caution in the presence 
of the gonococcus. Its chief field of useful- 
ness is in chronic urethritis. 

Silver permanganate irrigations (10 min- 
ims of a 20-per-cent solution of silver 
nitrate to one part of permanganate solu- 
tion 1:5000) are useful when a mildly 
stimulating action is desired. Zinc perman- 
ganate (1:1000 to 1:12,000) is slightly 
astringent and stimulating and is especially 
useful in subacute urethritis. Hot normal 
saline solution and boric acid solutions are 
useful in the hyperesthetic urethra. We 
have had little success with acriflavine and 
mercurochrome as irrigating media. 

Ointments and medicated bougies’ have 
proved thoroughly disappointing in the 
treatment of gonorrhea. A soluble bougie 
containing iodoform (10 per cent) is use- 
ful in the treatment of chancroidal infection 
of the meatus complicating acute urethritis. 

An Outline of Treatment for Routine 
Use.—When the urethritis is of less than 
twelve hours’ duration, or if of longer 
standing it shows few symptoms, argyrol 
(5 per cent) is sealed into the urethra by 
means of cotton and collodion, and argyrol 
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(10 per cent) is prescribed for self-injec- 
tion. The drug is retained as long as possi- 
ble (until the next urination) when the 
collodion cap is removed by hot water. 
Thereafter the injections are made at three- 
hour intervals, retaining each ten minutes. 
The sealing-in is repeated daily for from 
five to seven days. If at the end of this 
time the urine is clear and the discharge 
scant and gonococci free, the urethra is 
irrigated once daily for several days with 
weak permanganate solution. If no symp- 
toms appear during a week of rest from 
treatment, the patient is subjected to the 
standards of cure described below. In the 
event that the above fails to control the 
disease, the treatment by hand injections 
and irrigations is continued. Internal medi- 
cation is of little or no importance in cases 
of this kind. 

In the average case when the disease is 
of several days’ duration, there is a mod- 
erate amount of frankly purulent discharge 
laden with gonococci; the meatus is red- 
dened, swollen, and the lips somewhat 
everted ; and ardor urine and painful erec- 
tions are prominent symptoms. The first 
portion of urine passed will be cloudy 
(pus), the second clear. Internal medfca- 
tion is indicated, the choice lying between 
balsamics and alkaline diuretics. We pre- 
fer balsamics except in hyperacute cases. 
Oil of sandalwood (10 minims t.i.d.) is the 
best. A mild sedative such as hyoscyamus 
(tinct., 20 minims t.i.d.) or bromides is 
useful. Benzyl succinate (gr. 5 t.i.d.) aids 
in muscular relaxation. 

Repressive measures are instituted at 
once in the absence of very acute inflamma- 
tion. At the outset we rely entirely upon 
hand injections of bland silver salts (argy- 
rol, 5 to 10 per cent; emulsion of silver 
iodide, 5 to 10 per cent; colloidal silver 
chloride (Hille), 10 per cent; silvol or neo- 
silvol, 10 per cent). When the inflamma- 
tory symptoms subside total irrigations 
(meatus) are begun, using weak perman- 
ganate solution (1:8000). As the dis- 
charge diminishes and the urine becomes 
shreddy and hazy, protargol (%4 per cent) 
is prescribed as a hand injection and the 
irrigations are continued. Should a muco- 
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purulent, gonococci-free discharge persist, 
an astringent is in order, together with bi- 
weekly irrigations of silver permanganate 
or silver nitrate. 

In the event that the posterior urethra 
becomes acutely inflamed, with marked 
symptoms, frequency, urgency, terminal 
pain, and perhaps hematuria, all local treat- 
ment is stopped, the patient put to bed on 
a soft or liquid diet, and an ice-bag placed 
on the perineum and lower abdomen. Cold 
rectal douches are useful. Sedatives and 
antispasmodics are prescribed, of which 
opium and belladonna suppositories are the 
best. Benzyl benzoate, 3j of the emulsion 
two or three times daily, aids in the pre- 
vention of epididymitis. The scrotum 
should be supported by a well-fitting sus- 
pensory or bandage. In the absence of 
acute symptoms the irrigation treatment is 
continued. In some few cases deep instilla- 
tions of silver solutions (argyrol, etc.) will 
clear up the pyuria when irrigations have 
failed to control it. 

In some cases the inflammation subsides 
except for the morning drop, which in the 
absence of anterior urethral pathology is 
dependent either upon changes in the deep 
urethra, in the adnexal glands, or both. The 
treatment of these conditions comes under 
the category of chronic gonorrhea. 

In hyperacute cases the inflammation is 
violent; ardor urine and chordee are 
prominent symptoms. The patient is slight- 
ly toxic and suffers considerably. All re- 
pressive measures are definitely contra- 
indicated. Rest in bed and very hot or 
very cold applications to the penis are 
grateful. Alkaline diuretics, sodium bicar- 
bonate and anodyne mixtures with large 
quantities of water are indicated. The bal- 
samics are useful. After a few days, or 
at most a week, the inflammation will 
usually have subsided somewhat, whereupon 
local treatments are commenced. 

Complications on account of which the 
disease becomes chronic may be the sequelz 
of hyperacute inflammation, or they may 
come on insidiously without acute mani- 
festations. 

Standard of Cure.—Patients who contem- 
plate marriage soon after the apparent cure 


of acute gonorrhea, and those in whom the 
disease has run a protracted course with 
or without complications, must be sub- 
jected to a rigid examination to eliminate 
the possibility of latent infection. A mild 
urethritis which progresses rapidly to the 
entire disappearance of symptoms, espe- 
cially in those who do not plan an early 
marriage, demands less rigid scrutiny. 

1. Symptoms, including the disappear- 
ance of the morning drop, must be absent 
for two or more weeks. 

2. Urine perfectly clear. If mucous 
shreds persist they must be stained and 
examined for gonococci. 

3. External genitalia show no gross path- 
ology. 

4. Prostatic and vesicular fluids negative 
for gonococci in smear preparations. If 
the fluid obtained by digital pressure con- 
tains pus, or if the prostate or seminal vesi- 
cles are palpably diseased, the patient must 
be considered as being potentially infectious, 
but not necessarily so. In many instances 
it will be found impossible to eliminate en- 
tirely pus from the prostate and vesicles, 
and to deny marriage to every man with 
pus in these secretions is neither necessary 
nor desirable, but the presence of pus how- 
ever slight should redouble our efforts to 
prove or disprove the persistence of the 
gonococcus. Cultures are thoroughly un- 
satisfactory, and we must rely upon frequent 
examination of smear preparations and the 
various means at our command to activate 
a latent infection. No patient with a pros- 
tatitis immediately succeeding acute gonor- 
rhea should be granted the permission to 
marry for at least six months. 

5. A negative gonorrhea fixation test of 
the blood six weeks after the entire disap- 
pearance of symptoms. 

6. A negative blood Wassermann test. 

%. No local reaction after the subcuta- 
neous provocative injection of 100,000,000 
dose of gonococcal vaccine (stock). 

8. Negative findings on urethral explora- 
tion with olivary tipped bougies, and the 
absence of post-instrumental discharge. If 
the meatus is congenitally small it should 
be enlarged (meatotomy) to the size requi- 
site to admit a full-sized instrument. 














Editorial 


WHAT IS THE VALUE OF CAM- 
PHOR AS A STIMULANT?P 





Camphor, suspended in almond or olive 
oil, as a diffusible stimulant may be said 
to be used almost universally at the present 
time. Although camphor is one of the 
oldest drugs that we have, its general em- 
ployment in this manner is of comparative- 
ly recent origin, and the writer of this 
editorial believes that a number of years 
ago he started its present popularity by 
writing a paper upon its use, having been 
urged thereto by reading the lectures of 
‘Graves of Dublin, who died in the early 
part of the last century. 

We believe that the use of camphor as a 
rapidly acting diffusible stimulant to com- 
bat collapse must be practically worthless. 
It is difficult to understand how a gummy 
substance dissolved in an oil and deposited 
in the subcutaneous tissues can be absorbed 
with great rapidity, since oils are not so 
absorbed, neither are gum resins. That 
both the oil and the camphor are ultimately 
absorbed is well recognized. The point is 
that the process must be a slow one, and 
if it is slow then camphor finds its chief 
usefulness not as a rapidly acting diffusible 
stimulant but as a supportant, or stimulant, 
to the body as in the course of prolonged 
fevers, or exhausting diseases, when it is 
desired to carry the patient along until con- 
valescence can be established, or with the 
hope that the course of the disease may be 
so modified that ultimate recovery will 
occur. 

That camphor has such value we believe 
has been definitely proved by a number of 
contributions and by its very large employ- 
ment by observant clinicians. The results 
of a research have recently been published 
in the Journal of Pharmacology and Ex- 
perimental Therapeutics by Heathcote, as 
a result of which he states that camphor 
dilates the coronary vessels and also that 
in anesthetized animals it never causes a 
tise of blood-pressure unless the dose is 
toxic, reaching in his last conclusion the 
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dogmatic statement that there is no con- 
vincing pharmacological evidence that cam- 
phor possesses any value whatever as a 
cardiac or circulatory stimulant, and that 
its value, if any, for this purpose in man 
should be established or disproved by more 
exact clinical observation. 

The same statement might be made in 
regard to alcohol as a drug. We have long 
since given up the idea that it acts as a 
stimulant, but we know that it is of value 
in clinical medicine and that the circulatory 
improvement which follows its administra- 
tion is due at least in part to the establish- 
ment of what might be called circulatory 
equilibrium, whereby congested areas are 
relieved and ischemic areas are flooded. 

The research to which we have referred, 
which was made upon cats, is of interest, 
but it would seem to be susceptible of at 
least one criticism, namely, that the doses 
of camphor which were employed are far 
in excess of those ever used for human 
beings ; the dose to a decerebrated cat being 
equivalent to approximately an ounce for a 
180-pound man. All too frequently in the 
pharmacological laboratory the doses which 
are employed in animals are so out of pro- 
portion to those used in the practice of 
medicine that the results are useless when 
applied at the bedside. The research is 
correct as to the effect of the doses admin- 
istered, but too often it fails to act as a 
guide to the practical clinician because the 
quantities of the medicament employed are 
practically toxic. 





BLOOD-PRESSURE AND DIET. 





It has long been thought by many mem- 
bers of the profession that the regulation 
of the diet not only as to ordinary food- 
stuffs, but as to the ingestion of sodium 
chloride, could be expected to markedly 
influence blood-pressure. So, too, it has 
long been thought by many physicians that 
persons with renal disease should be for- 
bidden to eat protein foods, and it has only 
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recently become clear that there is no rea- 
son why protein should be cut out of the 
diet of a nephritic unless he has evidences 
of non-protein nitrogen retention, nor need 
sodium chloride be cut down unless it can 
be shown that his kidneys are unable to 
eliminate this and other salts. 

An important paper dealing with this 
topic has recently been published in the 
American Journal of the Medical Sciences 
by Mosenthal and Short, who very properly 
emphasize the fact, too generally ignored, 
that blood-pressure is by no means a con- 
stant factor, but that it varies over fairly 
wide limits according to the functional ac- 
tivity of the whole body or of certain parts 
of it, as in exercise, or during the process 
of digestion, or again as the result of men- 
tal activity or mental depression. 

The main object of their paper, however, 
deals, as the heading of this editorial indi- 
cates, with the effects of food not upon 
immediate changes but upon _ ultimate 
changes. They point out that it has long 
been taken for granted that carbohydrates 
play no part in influencing blood-pressure, 
and they believe that this view is correct. 
On the other hand, there have been some 
who have claimed that the retention of 
sodium chloride is a definite cause for an 
increase in pressure. They deal with a 
very large amount of literature which bears 
upon this subject, some of it covering the 
results of experiments upon animals and 
other parts dealing with observations in 
man. They found, however, as a result of 
their investigation, that the free use of 
sodium chloride is not a factor in raising 
blood-pressure if the case is one of purely 
essential hypertension; but that it may be 
an evil factor where there is difficulty in 
eliminating salts by reason of renal disease 
is obviously a fact. 

Turning from this side of the case, they 
tell us that the level of the blood chlorides 
bears no relation to blood-pressure, and 
then proceed to a discussion of the influ- 
ence of protein foods. 

It is not necessary in this editorial note 
to give the details of their investigations. 
The point of interest is that they conclude 
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that protein foods do not increase blood- 
pressure. We have every reason to believe 
that this research can be relied upon by 
other clinicians as to the accuracy of its 
conclusions, and, if so, it becomes at once 
apparent that a very considerable number 
of patients suffering from high blood- 
pressure, with or without associated renal 
disease, can be allowed without damage 
a much more generous diet in regard to 
foodstuffs and salts than has heretofore 
been thought wise. 





SOME FURTHER POINTS IN RE: 
GARD TO DIABETES. 





Notwithstanding the remarkable investi- 
gations which have been carried out in re- 
gard to the etiology and pathology of dia- 
betes and their close connection with the 
therapeutic measures which should be in- 
stituted for its arrest, it is unfortunately 
only too true that as yet we have not 
reached the goal where definite specific 
directions may be issued to meet every in- 
stance of the disease. 

If the introduction of insulin proves as 
advantageous in the future as it seems to 
be at present, a very definite therapeutic 
advance has been made, but after all insulin 
does not prevent the disease and bears 
about the same relation to it as does the 
use of thyroid gland in controlling the onset 
and development of myxedema in patients 
who suffer from thyroid deprivation. 

A few years ago the rigid starvation 
treatment received a great impetus chiefly 
as the result of the work of Allen and Jos- 
lin, although the latter did not go so far in 
the rigidity of his methods as did the 
former. 

The theory has existed up until very re- 
cently that fats were distinctly disadvan- 
tageous to such patients except in very 
small amounts, but it is beginning to ap- 
pear, if we can believe thoroughly in a 
research recently reported by Newburgh 
and Marsh, that fats are not as evil a part 
of a diabetic diet as they have been thought, 
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but on the contrary may possess a distinct 
value. As they well point out, there are 
no less than six major considerations which 
enter into a debate upon the dietetic man- 
agement of diabetes mellitus, namely, 
glycosuria, acidosis, lipemia, nitrogen bal- 
ance, general physical state of the patient, 
and the effect of treatment upon his ability 
to utilize glucose, which means, expressed 
in another way, the expectation of life. 

There is no question that rigid starvation 
will almost always make the urine sugar- 
free, but this diet is often accompanied by 
great feebleness, and we have seen instances 
in which the vital resistance of the patient 
was so materially diminished that his sus- 
ceptibility to intercurrent infections was 
markedly increased. 

As well pointed out by the investigators 
whom we have quoted, a diabetic diet must 
not precipitate an acidosis, and when this 
condition is present, the diet if possible 
should be so arranged as to remove it. The 
fact that acetone is derived from fat has 
led to the belief that diabetic patients 
should be largely deprived of this foodstuff, 
but Newburgh and Marsh, as a result of 
their study, which is reported in the Ar- 
chives of Internal Medicine, assert that a 
diet of 900 calories derived chiefly from 
fats, while it produces the same fall in 
basal metabolic rate as does fasting, has the 
advantage over fasting that it is more suc- 
cessful in what they call desugarization, 
and is far less dangerous than the starva- 
tion treatment. 

They further tell us that as a result of 
examining a very large number of patients 
over a long period of time and using a low 
protein, a low carbohydrate, and a high 
fat diet, they were able to maintain these 
persons in a sugar-free state, that they did 
not develop acidosis, that they maintained 
their nitrogen balance, that there was no 
increase in the fats in the blood, and if 
lipoidemia was present when the patient 
came under treatment it disappeared. 

Equally, if not more important, by the 
use of such a type of diet, sufficient energy 
was supplied to counteract the evils of 
under-nutrition and to permit an amount 


of activity which enabled the patient to 
earn a living, and did not, so far as they 
could determine, induce any downward 
progress in uncomplicated cases. 





MORE ABOUT VITAMINS. 





Fortunately for the human race, the 
vitamins A, B, and C are very much more 
widely distributed than the uninitiated 
would have believed. That they are most 
important factors in the maintenance of 
normal nutrition has been proved beyond 
all doubt. The wonder has been that mani- 
festations of their absence in the diet have 
not been more frequently met with in the 
past. The explanation of this is becoming 
more and more clear as we find appreciable 
quantities of these important substances in 
articles which enter the body only occasion- 
ally and in very small quantities. In a re- 
cent issue of the American Journal of 
Physiology, Agnes F. Morgan presents the 
results of her research upon the vitamin 
“A” content in citrus fruit products and of 
skim milk, and finds conclusively that 
orange oil extracted by ether or by cold 
pressure from orange skins is not very 
different in vitamin value from that of fresh 
commercial cod-liver oil in its content of 
vitamin A, as it promotes normal growth 
and cures manifestations of a deficiency. 
If, however, the oil is obtained by steam 
distillation it loses this important vital char- 
acteristic, but dried orange peel was most 
effective in restoring normal conditions in 
animals showing extreme emaciation, eye 
diseases, and other signs of vitamin “A” 
deficiency. So, too, orange juice given in 
concentrated syrupy form was effective as 
a curative source of vitamin “A” in doses 
varying from one-half to one ounce of fresh 
juice. 

It is interesting to note that lemon peel 
was less efficient than orange peel, and 
that lemon oil obtained by cold pressure 
was found to be ineffective, as was also 
dried outer grapefruit peel. 

In connection with her research upon 
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dried skimmed milk, she concludes that the 
vitamin content is lacking. 

Agnes Morgan points out that animals 
fed on skimmed milk soon show a marked 
manifestation of lack of vitamin “A” and 
that persistence in this diet ends in death, 
whereas the addition to such skimmed milk 
of small amounts of butter-fat produces 
prompt results for the better. So small a 
quantity as four grains of butter-fat is 
found to possess nutritional value as high 
as a teaspoonful and a half of dried 
skimmed milk. 

To express the matter differently, the 
average value of whole milk is eight times 
greater as the source of vitamin “A” than 
is skimmed milk. 





OPERATION FOR VALVULAR 
LESIONS OF THE.HEART. 





With the elaborate investigations bearing 
on the nerve control of the heart, and the 
codrdinated action of its various portions, 
by virtue of which it becomes an efficient 
pump, and incident to studies which have 
demonstrated lesions of an _ obstructive 
nature which interfere with function, there 
has developed a hope that some of these 
lesions might be amenable to surgical in- 
tervention and that cures might be accom- 
plished by an attack directed against the 
cause of obstruction. 

Cutler and Levine (Boston Medical and 
Surgical Journal, June 28, 1923) give 
Lauder Brunton the credit of suggesting 
the surgical treatment of valvular disease 
of the heart, and quote a number of inves- 
tigators who succeeded in causing defective 
valves resulting in regurgitation, by the 
method of inserting a knife-hook and 
injuring a valve cusp. Carrel and Tuffier, 
after growing an endothelial transplant 
over the region of the valves, cut the ring 
at the base of the valves, thus producing 
a bulging at this point; and Allen and 
Graham, by introducing through the left 
auricular appendage a cardioscope, were 
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able to guide their cutting of the mitral 
valve by the eye. 

After much animal experimentation, 
Cutler and Levine operated on a girl 
twelve years old, whose cardinal symptoms 
were dyspnea and bloody expectoration. 
This child, as seems normal in these days. 
had had her tonsils and adenoids removed 
and gave a history of growing pains with 
fever. Her dyspnea developed after influ- 
enza and became acute after dancing at a 
festival. A rest in bed of six months did 
not greatly better her condition. She 
suffered from frequent pulmonary hemor- 
rhages, the quantity of blood varying from 
20 to 300 cc. At the time surgical 
intervention was practiced she was slightly 
cyanotic, could not lie flat, and had a 
considerable forward bulging of the pre- 
cordial region ; the pulse was small, regular, 
and slightly rapid. There was a diastolic 
murmur at the apex and definite enlarge- 
ment of the heart. Shock of the closure 
of the pulmonary valve could be felt. 
There was a moderate systolic murmur, a 
loud rumbling diastolic one, ending in a 
presystolic accentuation and somewhat 
snappy first heart sound. X-ray studies 
showed a prominent left auricle and a 
somewhat enlarged heart. The general im- 
pression gained was one of mitral stenosis 
and no cardiac reserve. 

Anesthesia was by morphine, followed by 
ether. The position of the operating table 
was semi-upright and the anesthesia was 
administered through a catheter passed into 
the nasopharynx through the nose, attach- 
ing to a Connell machine. 

“A median incision was made over the 
sternum from opposite the first interspace 
to within two inches of the umbilicus. The 
ensiform was freed of muscular attach- 
ments (recti and diaphragm) and removed. 
Fingers of the right hand were then passed 
beneath the sternum and the pericardium 
and pleure dissected away from it. The 


sternum was then split in the midline up 
to a point opposite the second intercostal 
space, where the gladiolus was cut across. 
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Using slow and gentle retraction, 
thorax was 


the 
then opened outward, the 
pleure being swept back from the chest 
wall as it opened outward by wet gauze 
dissection. The two halves of the sternum 
were held open by a Tuffier rib spreader 
and a perfect exposure of the pericardium 
obtained. The pericardium was then split 
up its anterior surface almost to the very 
base of the heart, taking care to avoid 
the pleurz, which nearly meet in this area. 
Next, the posterior pericardium and dia- 
phragm were divided together toward the 
suspensory ligament, thus permitting the 
bottom of the wound to open widely and 
exposing the entire heart to view and 
manipulation. 

“The pulse, which was 180 during the 
early stages of anesthesia, had dropped to 
120, and the pressure had dropped from 
110/50 to a systolic of 50. At times it 
was difficult to get any blood-pressure 
reading whatever, and during such times 
the pulse was practically imperceptible. 
Realizing that heart muscle will stand 
severe trauma better if gradually initiated 
to its task, the heart was several times 
rolled out of its position with the left hand, 
allowing us to see more perfectly the left 
ventricle, which was almost completely 
hidden by the dilated right ventricle and 
huge auricles. At this point about % cc 
of 1-to-1000 adrenalin solution was allowed 
to drip over the heart, followed by some 
hot salt solution. At once the heart 
responded by vigorous and full contractions. 
This moment was seized as our most propi- 
tious one, and rolling the heart out and to 
the right by the left hand, the valvulotome, 
an instrument somewhat similar to a teno- 
tome or a slightly curved tonsil knife, and 
the one with which we were most familiar 
in our experimental work, was taken in the 
right hand and plunged into the left 
ventricle at a point about one inch from 
the apex and away from the branches of 
the descended coronary artery, where two 
mattress sutures had already been placed. 
The knife was pushed upward about 2% 
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inches, until it encountered what seemed 
to us must be the mitral orifice. It was 
then turned mesially, and a cut made in 
what we thought was the aortic leaflet, the 
resistance encountered being very consid- 
erable. The knife was quickly turned and 
a cut made in the opposite side of the open- 
ing. The knife was then withdrawn and 
the mattress sutures already in place were 
tied over the point at which the knife had 
been inserted. There was absolutely no 
bleeding.” 

The operation was completed in one and 
a quarter hours. The authors summarize 
their paper as follows: “A human case of 
mitral stenosis was operated upon with 
recovery. The method of attack used was 
one evolved after years of laboratory inves- 
tigation concerning the surgery of the 
heart.” And they further state that “Ex- 
perience with this case, however, is of 
importance in that it does show that 
surgical intervention in cases of mitral 
stenosis bears no special risk.” 

They do not mention any betterment in 
the child’s condition, but perhaps after all 
this is incidental. 

This clinical case and laboratory work 
has long since shown the heart is not the 
vulnerable organ that it is supposed to be; 
that it can be exposed, handled and punc- 
tured without serious results. Indeed, one 
of the older methods of resuscitation was 
by means of a needle puncture in the heart, 
which was known to be so harmless that it 
was used a century ago as a method of 
determining whether death were real or 
apparent, a long needle being thrust 
through the intercostal space into the heart 
muscle; movement of the latter would 
naturally cause a perceptible movement of 
the needle, or if it were long enough, a 
considerable excursion. If the exposed 
portion in the needle failed to move this 
was regarded as a positive sign of death. 
It would certainly seem to be conclusive 
evidence of no motion upon the part of the 
heart. 

There have surely been some lives saved 
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by surgical intervention in the case of 
wounded heart. It is probable other lives 
have been lost by unskilled intervention in 
the case of wounds which would have taken 
care of themselves. The layman might 
consider that Cutler and Levine have only 
proven that it is possible to introduce a 
small knife through the heart wall and 
wound the valve without promptly killing 
the patient. To the surgeon in general this 
blind type of approach makes no large 
appeal. 

Cutler and Levine must be given credit 
for pioneer work which may lead definitely 
to forms of will be 
really beneficial to those crippled by valvu- 
lar lesions. 


intervention which 





GOITRE AND FOCAL INFEC- 
TIONS. 





It has long been recognized that enlarge- 
ment and hyperactivity of the thyroid gland 
is often, if not always, secondary to other 
abnormal conditions. These conditions 
may be obvious ; often they are occult. The 
goitre by its hypersecretion, or rather its 
perverted secretion, so dominates the clini- 
cal picture that it is regarded as the prime 
and only factor in causing impaired health 
or even death. There is reason to believe 
that the thyroid once started on its evil 
course may so continue, even though the 
original cause long may have ceased to be 
active. 

In this relation Langstroth (/nternational 
Journal of Surgery, June, 1923) publishes 
an interesting communication which seems 
to bring strong corroboration to the views 
above expressed, and widely held. Speak- 
ing particularly about infections of a 
‘ chronic type which do not produce a 
definite symptomatology, but rather a 
chronic toxic condition, the streptococci, 
staphylococci and colon bacilli are the bac- 
teria which are mainly operative. Lang- 
stroth places these chronic infections main- 
ly in the uterine cervix, the tonsils, the 
teeth, or some portion of the intestinal or 
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genital tract. As to the effect of this con- 
tinued small dosage of toxins incident to a 
chronic focus of inflammation, he believes 
that the thyroid secretion is a regulator of 
metabolism, its regulation being dependent 
upon the iodine content. This secretion he 
believes wages an active war against the 
toxemia incident to chronic bacterial infec- 
tion, and quotes Beebe to the effect that 
diseased tonsils may be the underlying cause 
of a goitre, as further corroborated by 
Rosenow in his report of fifteen goitrous 
young women all suffering from tonsillar 
infection. 

If the theory that thyroid secretion is 
essential to the maintenance of a metabolic 
balance be correct, as seems well estab- 
lished, an increased metabolic rate is need- 
ful to combat toxemia, and whether this be 
of bacterial, neuro- or muscular origin, the 
response to such a stimulus would be over- 
action of the thyroid, which, if long con- 
tinued, would be accompanied by hyper- 
trophy; which, in turn, would make more 
or less permanent the overaction even 
though it were not called for by systemic 
needs. 

Langstroth’s attention was first called to 
this relation between chronic infection and 
hyperthyroidism by the remarkable im- 
provement shown by goitrous women after 
the removal of an infected endometrium of 
the cervix. In this region there is an easy 
and a rapid absorption. The infecting 
agent is often the streptococcus. 

“Vaughan has pointed out that any ab- 
sorption of proteins into the blood-stream 
results, through the biochemical action of 
the body cells, in the formation of a protein 
poison. It makes no difference if the source 
of the protein is dead bacteria, bacterial 
toxins, or proteins absorbed from the intes- 
tinal tract. It is either the action of these 
protein poisons on the epithelium of the 
thyroid or the demand for increased thyroid 
secretion that does the damage to the thy- 
roid that results in goitre. 

“In all cases of goitre, the patient will be 
found to be affected by two types of tox- 
emia—the one is the causative, underlying 
toxemia, and the other is the result of either 
an excess or alteration of the thyroid secre- 
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tion. As early as 1910 Kocher recognized 
some underlying, unknown poison as a 
causative factor in goitres; and recently 
Lane and others have reported on intestinal 
toxemia as a cause. 

“Any excess of protein bodies, be they 
from the intestinal tract or chronic foci of 
infection, absorbed into the blood-stream, 
is converted into protein poisons, and thus 
can act either by a direct irritating effect 
on the thyroid epithelia, or, by rendering 
necessary an excessive oxidation by thy- 
roid secretion, put such an increased de- 

a.d upon the giand as in this way to cause 
a hypertrophy of its epithelial structure 
with or without an alteration of its type, 
thus resulting in the formation of a goitre. 

“Many cases after years of moderate 
hypertrophy of the thyroid gradually lapse 
from hypertrophy of the gland into a 
chronic state of hypothyroidism. Changes 
occur at the same time in various other 
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parts of the body, due to the toxic poison- 
ing. Endemic goitres come under the same 
general explanation, but with the added fac- 
tor that their supply of iodine and possibly 
the necessary amount of arsenical com- 
pounds, also, are either limited or altered 
by the composition of the drinking-water, 
with the result that the natural protective 
function of the thyroid secretion is greatly 
lessened, and more cases succumb to the 
effects of protein poison.” 

The author reports in some detail a num- 
ber of illustrative cases. As to the relation 
of goitre to mental shock, he believes this is 
a contributing factor which lessens resist- 
ance to the focal infection. He warns 
against assuming that cure is assured when 
one focus of infection is found and ablated; 
there are often many, and the first step in 
the treatment of thyroid in the early stages 
is the search for and the removal of all of 
them. 





Progress in Therapeutics 


Medical Therapeutics 


The Nurse and the Practical Ewald 
Meal by the Rehfuss Method. 


CONNOLLY, Southern Medicine and 
Surgery for May, 1923, considers some 
parts of the nurse’s technique, and in doing 
so, points out some common mistakes. 

First the preparation of the patient. It 
is very important that the patient b> prop- 
erly instructed and that the nurse assure 
herself that the patient thoroughly under- 
stands the instructions. To hand the 
patient printed instructions is a valuable 
aid. 


in 


The importance of this is easy to 


appreciate, because by this method of 
stomach study the fasting contents of the 
stomach is first removed, and on the amount 
of this material removed the physician is 
going to say there is or is not retention of 
food in the stomach, or that the emptying 
time of the stomach is or is not normal. 


Nothing given by mouth, except water, 
after an early supper on the day preceding 
the test, and even no water after 6 A.M. the 
day of the test, must be strictly adhered to. 

As to the passage of the tube, in their 
work the patient is placed on a recliner, 
because sitting upright in a chair for three 
hours causes unnecessary fatigue, and lying 
in bed somewhat interferes with the passage 
of the tube, and the position it takes in the 
stomach. She has found that one nurse 
can most advantageously work with four 
patients at a time. 

Obviously, the technique of passing the 
very small and flexible Rehfuss tube is 
vastly different fronr that used in passing 
the large, firm, relatively non-flexible tube. 
The latter is passed by force, and the 
patient can only passively assist the 
operator, while in passing the former the 
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patient must actively swallow the tip or 
bucket and also swallow the tube, though 
assisted by gravity of the tip or bucket. 
Therefore, it is better for the patient to be 
sitting erect during the passage of the tube. 

It is well to note that in some difficult 
cases the passage of the tube may be facili- 
tated by first passing into it throughout its 
length a moderately thick and _ slightly 
flexible wire, as is found necessary at times 
in the Mayo clinic. Obviously, this then 
allows the operator to utilize the same 
technique as is used in the passage of a 
large stomach tube. No difficulty is experi- 
enced in withdrawing the wire from the 
tube when its passage has been accom- 
plished. As yet she has never had to 
reénforce a tube in any manner. 

Just prior to the passage of the tube the 
patient’s throat is sprayed with a two-per- 
cent cocaine solution until he or she can 
slightly detect its anesthetic action. It is 
true that all patients do not need this 
spraying of the throat; however, in doing 
large numbers of these tests and in using 
pupil nurses, it has been found advan- 
tageous as a routine. Some patients have 
more sensitive throats and are more easily 
nauseated than others, therefore some 
patients will need more spraying of the 
throat than will others. All of us have 
noted that less is required to keep a patient 
from getting nauseated than is required to 
rid him or her of nausea after it is present. 
The patient should be warned not to hold 
the tube with his tongue, lips, or teeth, 
because that obviously stops the passage of 
the tube, and frequently so when the bucket 
or tip is in the lower part of the pharynx 
where it provokes much gagging. 

When the tube has been passed until the 
proper mark on the tube is at the patient’s 
lips, we are ready to apply the 4-ounce 
triumph syringe to the tube, and by gentle 
suction withdraw the residuum or fasting 
contents of the stomach into the syringe, 
from which it is emptied into properly 
initialed and labeled test tube, or tubes if 
more than one is filled. In case no residuum 
is obtained the patient should again sit erect, 
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then lie on right and left sides, and the tube 
should be passed further in, or removed an 
inch or so. This procedure will result in 
the operator being able to withdraw the 
residuum if any is present, and usually 10 
to 100 cc is present. 

Just a word about the syringe. The 
plunger should not fit the barrel too snugly, 
because a little air leaking by the plunger 
automatically prevents putting too much 
suction on the tube, which will cause the 
lining of the stomach to be sucked into the 
slots of the bucket or tip and thereby pro- 
duce damage to this lining, which damage 
we are taught at least predisposes to gastric 
ulcer. This same error of technique must 
be borne in mind during the removal of all 
other samples of gastric contents. 

In connection with giving the Ewald 
meal, the writer mentions two points: First, 
the patient can chew the bread and swallow 
it and the water practically as well with the 
tube in place as with it out. Obviously, 
there is no need for removing the tube after 
withdrawing the residuum and _ before 
taking the meal. Patients are allowed the 
choice of eating with the tube in or out 
except in the cases in which some trouble 
has been experienced in getting the tube 
down, in which case the tube must remain 
in place while the patient takes the bread 
and water. 

Second, because of the regularity and 
precision with which the subsequent speci- 
mens must be withdrawn, an ordinary “Big 
Ben” clock is placed in plain view of all 
four patients. On the face of the clock is 
placed blue marks at the 45th, 49th, 53d, 
57th, and 60th minutes. These time 
intervals total 15 minutes, which is the 
interval between the removal of specimens 
in each individual case. Patient number 
one is told to begin his meal at the 45th 
minute mark and be finished by the time 
the minute hand reaches the 49th minute 
mark. Patient number two begins there 


and ends at the 53d minute mark—and so 
forth. Obviously patient number one has 
his or her first specimen withdrawn when 
the long hand is at 60 minutes, patient 











PROGRESS IN THERAPEUTICS 


number two at four minutes past the hour, 
etc. By this little scheme there is no over- 
lapping, the nurse has four minutes between 
the removal of any two specimens, and she 
is in a position to remove the specimens 
regularly each fifteen minutes. A “time 
slip” for the removal of each patient’s 
specimens is in this manner easily made out 
and no error in the time interval occurs. 

The nurse should have ready ten or 
twelve 60-cc test tubes for each patient, one 
tube for each specimen. Each of these 
tubes must be properly initialed and num- 
bered so that the laboratory examinations 
of these specimens can be done with each 
specimen properly identified. An endeavor 
is made to remove sufficient gastric con- 
tents in each specimen to provide 3 to 5 cc 
of pure gastric material when filtered. 
Obviously the amount to be removed varies 
with the relative amounts of solids and 
liquids present. Each 15 minutes a speci- 
men is removed from each patient until, 
after changing the patient’s position and 
adjusting the tube as mentioned above, no 
more gastric contents can be obtained. 
Whenever a specimen is bile-tinged the 
nurse must assure herself that the bucket 
has not passed on out of the stomach into 
the duodenum. Sometimes the doctor or 
even the fluoroscope is necessary to decide 
this question. It causes frequent concern 
because often the stomach does contain 
some bile. Being sure she has not allowed 
the patient to swallow too much tube 
usually prevents the bucket’s passing out of 
the stomach. 

The removal of the tube must be done 
more cautiously than with the large rubber 
tube because it is more likely to be pulled 
in two, and the bucket left in the stomach 
or esophagus. Usually there is no diffi- 
culty in removing the tube, which is done by 
using the same technique as is used in 
removing the large tube ; however, occasion- 
ally, when the bucket or tip is removed as 
far as the pharynx, the muscles of the 
throat go into a temporary spasm and refuse 
to allow the bucket to pass. This situation 
is easily handled by not attempting to with- 
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draw the tube until the muscles relax. Their 
relaxation is easily determined by constantly 
exerting slight though firm and constant 
traction on the tube, which will easily come 
on out as the spasm relaxes. Tugging or 
jerking the tube only causes more spasm, 
and results in a very scared and frightened 
patient, who firmly believes that the bucket 
is fastened in his or her throat, and cannot 
be removed. 





Eclampsia and Its Treatment. 


In connection with the Symposium on 
this topic which appeared in the GazETTE 
for July we think the following abstract 
of more than ordinary interest: In re- 
ferring to this subject the Lancet of May 
12, 1923, states that the importance of 
eclampsia is strikingly shown by the figures 
furnished by Stroganoff, who calculates that 
no less than 5600 mothers and 8400 children 
die every year in Europe from this com- 
plication of childbed. In England the 
maternal mortality is as much as 25 per 
cent even at the present time. It is now 
some twenty-five years since Stroganoff 
first published his method of treatment 
founded on his contention that the fits play 
the most important part in the high death- 
rate and that everything must be done if 
the patient is to be saved to prevent the 
recurrence of the convulsions. That the 
prophylactic method, as practiced by him, 
is most successful is shown by his results, 
published so long ago as 1908, of 360 cases 
of eclampsia with a maternal mortality of 
6.6 per cent, and a fetal mortality, not in- 
cluding the third stage of labor, of 21.6 
per cent. If the conditions are favorable 
Stroganoff believes that the maternal mor- 
tality should not exceed 1 to 2 per cent. 
He favors the theory of the placental origin 
of the disease and regards eclampsia as 
mainly the result of two factors—the qual- 
ity and quantity of the toxins circulating in 
the mother’s blood and the increased degree 
of irritability of her nervous system. The 
increased frequency of the fits during labor 
he would attribute to the increase in the 
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virulence of the toxins produced by the 
labor pains. Assuming that eclampsia is the 
result of these two factors, then the treat- 
ment should be directed toward lessening 
the quantity of the toxins in the blood and 
diminishing the irritability of the nervous 
system. Forced delivery, as experience 
has shown, does not answer the purpose. 
As he believes the occurrence of the fits to 
lead to a great increase in the amount of 
toxins in the blood, then it is essential to 
try and stop them. 

The fundamental principle underlying 
this prophylactic method, then, is to pre- 
vent the reappearance of the fits, and Strog- 
anoff endeavors to accomplish this by the 
combined administration of morphine, 
chloral hydrate, and chloroform. The 
effect of these drugs is to calm the patient, 
produce sleep, to lessen the spasm of the 
blood-vessels, and to lower the blood-pres- 
sure. To diminish the concentration of the 
toxins in the blood, venesection and the 
introduction of fluid into the body are also 
practiced. In carrying out the treatment, 
the first principle is to remove all sources 
of irritation. The second principle, the 
administration of narcotics, is disputed by 
many authorities, but there is a large amount 
of evidence accumulating from day to day 
in its favor. According to the author the 
unfavorable effects which have been found 
to follow the administration of morphine 
are largely due to overdosage. He never 
administers more than % gr. in the twenty- 
four hours. The best drug is chloral hy- 
drate up to doses of 100 to 140 grains in 
the day. The combination of small doses of 
chloroform with the chloral hydrate appears 
to be beneficial, and given in this way does 
not seem to cause the harmful effects which 
follow the prolonged administration of 
chloroform. Minor operative procedures to 
hasten delivery may be undertaken, but 
with increasing experience they have be- 
come less and less necessary because the 
prophylactic method by itself gives such 
good results that labor may be allowed to 
occur spontaneously. Venesection to a 
moderate degree seems to be undoubtedly 
beneficial. 
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The results obtained by Stroganoff are 
immeasurably superior to those which fol- 
low most other methods of treatment; the 
only series of results which bear compari- 
son with his are those in use at the Rotunda 
Hospital, ably set out by Gibbon FitzGibbon 
in a recent article in the Lancet. The publi- 
cation of these papers at the present time 
serves as a timely reminder that forced 
delivery, whether practiced by the abdomen 
or by the vagina, gives extremely bad re- 
sults, and the hope is expressed that a care- 
ful study of these figures will go far to 
convince the advocates of the treatment of 
eclampsia by Cesarean section that this 
procedure has nothing to recommend it and 
should not be performed. Eclampsia is not 
a common disease and undoubtedly as a 
result of greater antenatal care of the 
mother will become rarer and rarer, but 
it is to be hoped that this method will re- 
ceive a careful and exhaustive trial in this 
country and that those who employ it will 
make themselves conversant with the pre- 
cise details as laid down by Stroganoff. The 
treatment of these cases has in the past 
often been so complicated and included so 
many different factors that any comparison 
between different methods has been almost 
impossible. It is hoped, therefore, that the 
warning conveyed in the report of the com- 
mittee appointed by the Section of Obstet- 
rics of the Royal Society of Medicine to 
consider the question, “that the majority of 
the fatal cases were overtreated and that 
in a considerable number of cases excessive 
treatment must have been a contributory 
factor in bringing about the fatal result,” 
will be taken to heart. 





Bismuth in the Treatment of Syphilis. 


Hopkins, in the Archives of Derma- 
tology and Syphilology for June, 1923, 
states that the experiments reported on 
rabbits show that sodium and potassium 
tartrobismuthate has marked  spirocheti- 
cidal power and a curative action on 
syphilitic lesions in these animals; that in 
single injection it is about as effective as 
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neoarsphenamine and more effective than 
mercury salicylate. 

The observations on early active human 
cases show that it accomplishes at least a 
temporary apparent cure. 

Its effect on latent cases suggests that it 
may be useful in the treatment of those 
which are resistant to other drugs. 

These results are in general agreement 
with those reported by others, and indicate 
that we have in bismuth a new and 
powerful antisyphilitic agent. There is as 
yet no reason to suppose that it will replace 
other drugs, the efficacy of which has been 
proved by long experience; and at present 
the treatment of syphilitic patients by 
bismuth alone is justifiable only in an 
attempt to appraise its therapeutic value. 

Further study of its clinical effect is 
much needed, but it seems reasonable to 
hope that better results will be obtained 
by combined treatment with arsphenamine 
and bismuth, and probably with mercury 
also, than by any of these drugs used alone. 





Treatment of Spastic Constipation. 


In the American Journal of the Medical 
Sciences for June, 1923, AARON states that 
in spastic constipation the treatment is 
directly opposite to that in chronic atonic 
constipation. A diet should be selected that 
will make but slight demands upon the 
intestine. Soothing, antispasmodic foods 
should be administered, while the use of 
water and foods acting mechanically to 
increase intestinal motility should be 
excluded. No laxative should be given in 
the treatment of spastic constipation. 
Glycerin enemata and glycerin suppositories 
are to be strictly prohibited. 

In spastic constipation raw vegetables 
and raw fruits containing coarse cellulose, 
cabbage of all kinds, mushrooms, coarse 
bread, Graham bread, fruit with small sharp 
kernels, such as gooseberries, currants, and 
strawberries, should be avoided, as they 
are unquestionably likely to maintain or 
even increase the irritable condition of the 
intestinal mucosa, both mechanically and 
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chemically. Strong spices, strong black 
coffee, alcohol, or carbonated cold beverages 
are not allowable. All beverages should be 
avoided which are known to have a consti- 
pating effect, such as strong tea, cocoa, 
claret, blackberry wine, etc. We must pre- 
scribe a soothing diet, endeavoring to 
render the feces pasty and soft and the 
intestinal mucous membrane pliant and 
slippery. Young vegetables, the cellulose 
of which is comparatively soft and tender, 
may be allowed, at first in the form of the 
finest purée and prepared with the yolk 
of an egg or butter. Fruit should always 
be stewed. Many dishes are easily made 
with soluble and easily digestible fats, such 
as cream, olive oil, almond milk, and butter. 
Soft fat cheese, cream cheese, and curds 
mixed with cream are best. Eggs are to be 
served soft-boiled or raw. 

The dietetic therapy may often be advan- 
tageously combined with certain medica- 
ments. Large amounts of fat are capable 
of acting in a beneficial manner, rendering 
the feces soft and smooth. A. L. Benedict 
was the first to draw his attention to a 
similar effect from liquid petrolatum taken 
internally. These substances may, therefore, 
be employed advantageously to increase the 
effect of the diet. Liquid petrolatum is 
indicated when we desire to lubricate the 
entire intestinal tract and facilitate the 
passage of its contents. The feces are 
softened and under the microscope are 
found to contain minute globules of the oil. 
Too heavy an oil should not be used, for 
this fails to permeate the fecal material, a 
desideratum as important as lubrication of 
the intestinal wall. The oil is not absorbed 
from the alimentary tract, and even in large 
doses has no poisonous effect. It is useful 
not only as a lubricant but also for healing 
superficial lesions of the intestinal mucous 
membrane. It may be given in tablespoon- 
ful doses three or more times daily. 

In spastic constipation atropine or bella- 
donna is our sovereign medicinal remedy. 
Atropine paralyzes the peripheral ends of 
the autonomic nerves and relaxes the 
spastic intestine. The extract of bella- 
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donna can be given three times daily in 
0.008 gm. (1/8 grain) doses. In some cases 
atropine must be given in full doses. It 
may also be administered in the form of 
the less poisonous preparation eumydrin, 
the methylnitrate of atropine, in 0.001 gm. 
(1/60 grain) doses two or three times 
daily. 

More recently papaverine, which is an 
opium alkaloid of the isochinolin group, has 
been recommended. According to Pal’s 
investigations it is said to have an elective 
paralyzing effect upon the smooth intestinal 
musculature and therefore has therapeu- 
tically valuable antispasmodic properties. 
This preparation has been superseded by 
benzyl benzoate. His own experience with 
benzyl benzoate in doses of 1 to 2 cc (15 to 
30 minims) three or more times daily jus- 
tifies its use. 

If the therapeutic treatment, as outlined 
above, should not have quite the desired 
effect, recourse may be had to oil enemata, 
as introduced by Kussmaul and Fleiner. 
_ Fleiner’s oil enemata are extensively used 
in the treatment of chronic spastic constipa- 
tion. Fleiner recommends for this class of 
cases one injection daily of 250 to 500 cc 
(Y% to 1 pint) of the purest olive oil. The 
oil is to be retained in the bowel for a con- 
siderable time; it is best to retain it over 
night if possible. Should discomfort during 
the night (meteorism, pressure) result, as 
may occasionally happen, the time of 
administration should be changed, the enema 
being given at six or seven o’clock in the 
morning while the patient is in bed; the 
oil is then to be retained for three or four 
hours, thus producing the same laxative 
effect as if it had been administered at 
night. 

These injections should be continued for 
several months, at first daily, later every 
other day, and subsequently twice a week. 
The results are so good that in many cases 
of spastic constipation actual recovery is 
brought about without any other treatment. 
The oil, by partially breaking up into fatty 
acids, stimulates peristalsis; and it has a 
soothing effect on the tense muscular tissue. 
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Besides it lubricates the gut, softens the 
fecal agglomerations, and forms a protec- 
tive layer upon any inflamed portion of the 
mucous membrane. 

As a rule no discomfort is caused by the 
“oil cure,” and the patients are at the time 
hardly aware of the fact that the oil is 
being introduced. It has not been ascer- 
tained definitely whether the oil passes 
beyond the ileocecal valve in all cases, but 
some patients experience the taste of oil 
after receiving a number of enemata. The 
only inconvenience caused by the oil 
enemata is the impossibility of avoiding the 
soiling of the bed and the bedclothes. The 
patient must remain in bed for at least an 
hour after the injection, without indulging 
in much conversation, coughing, or laugh- 
ter. Should there be no spontaneous action 
of the bowels in the morning, a small luke- 
warm sodium-chloride water enema should 
be given. 

Massage is contraindicated in spastic 
constipation, and all energetic manipula- 
tion aggravates the condition. Nor is the 
use of mechanical vibratory massage of 
any value in this form of constipation. All 
abrupt changes of temperature and all 
forms of mechanical irritation are to be 
guarded against. Warm applications made 
to the abdomen frequently overcome the 
spasms. A Priessnitz abdominal bandage 
may be applied over night, and a hot water 
bottle or electric pad placed upon the 
abdomen several times during the day. 





The Diagnosis and Treatment of Intes- 
tinal Obstruction. 


McGLANNAN, in the American Journal 
of the Medical Sciences for June, 1923, 
asks how shall we proceed when called on 
to treat a patient who is suddenly seized 
with paroxysmal abdominal pain, nausea or 
vomiting, and disturbance of the bowel 
movements ? 

The onset of an acute thoracic lesion or 
one of the cardiac upsets should be con- 
sidered and decided. Unless the lesion 
above the diaphragm is definitely recog- 
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nized, the attention should be focused on 
the abdomen. Lead colic, angioneurotic 
edema, and tabes are recognized by their 
extra-abdominal symptoms. 

The physical examination will determine 
the presence or absence of masses, tender 
points, local distention, etc. A ballooned 
rectum suggests a low obstruction. An 
empty rectum, or one containing only a 
little feces, is found with obstruction of the 
small intestine. The presence of a large 
quantity of feces, especially if the material 
be hard, indicates a coprostasis rather than 
an obstruction. Severe symptoms, however, 
are rare in cases of fecal impaction. The 
obstructed loop may be felt through the 


-: Fectum. 


An enema should be given by a compe- 
tent person, and the stomach emptied by 
lavage. If an effectual enema does not 
bring relief from the pain, the suspicion 
of a mechanical obstruction becomes very 
strong. Similarly gastric lavage which 
does not bring relief points to an obstruc- 
tion. If the pain continues, both enema 
and lavage should be repeated after an 
hour. If the second enema is retained, or 
escapes unaltered and with slight force, the 
presence of an obstruction becomes certain. 
If the second lavage brings away duodenal 
contents, the diagnosis is made even more 
certain. Under such circumstances opera- 
tion is the proper treatment. 

As a rule these tests are sufficient to lead 
to a diagnosis. In 18 cases of postopera- 
tive intestinal obstruction an operation was 
performed after the diagnosis had been 
made on these symptoms. In every case a 
mechanical obstruction was found and 
relieved and all these patients recovered. 

Should the effect of the enema and 
lavage fail to be convincing, corroborative 
evidence of obstruction may be furnished 
by a rise in the quantity of the non- 
protein nitrogen in the blood. In the 
doubtful cases repeated blood studies at 
four-hour intervals are valuable. During 
this period of doubt the patient should be 
in the hospital, prepared for operation. 
The time may be employed in repeating the 
enema and lavage. 
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Cathartics are so dangerous that it has 
become a rule to prohibit their use in the 
presence of symptoms of obstruction. 

Opium is banned because it may mask 
symptoms. 





Influence of Insulin upon Acidosis and 
Lipemia in Diabetes. 

Davies, LaMBIE, Lyon, MEAKIN, and 
Rosson, in the British Medical Journal of 
May 19, 1923, state that in view of the 
results obtained in the cases which they 
cite it seems to be indicated that insulin and 
carbohydrates, when given together in suffi- 
cient amounts to patients with diabetic 
acidosis verging upon coma, have a most 
beneficial and indeed spectacular effect. 
They especially emphasize the importance 
of combining carbohydrate administration 
with the use of insulin in cases such as they 
mention. They have evidence that the ad- 
ministration of insulin alone may increase 
the amount of acidosis present. This ques- 
tion is at present under investigation. The 
rapid disappearance of the lipemia and 
ketone bodies of the blood, and the return 
to normal of the bicarbonate reserve, clearly 
indicate the means whereby this improve- 
ment is brought about. In one case the 
great increase in the blood sugar did not 
appear to have any deleterious effect—in 
fact they have reason to suppose that an 
adequate supply of carbohydrate is most 
important in the treatment of such cases, 
and that in view of the known deficiency 
of glycogenic function this supply must 
mainly be available in the form of sugar 
in the blood and tissues. If it be true that 
the acidosis in diabetes is the result of the 
imperfect oxidation of fat through the in- 
ability of the cells to use carbohydrate, 
such results as they have obtained are quite 
to be expected. 

It is noteworthy that the reduction of the 
blood sugar was not always accompanied 
by such an increase of the respiratory 
quotient as might be expected if the sugar 
had been burnt. Determination of respira- 
tory metabolism in emotional subjects may 
not give a proper indication of the true 
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respiratory quotient owing to irregularities 
of the breathing. Yet in such cases as they 
mention there is another factor to be con- 
sidered. The liberation of alkali in the 
blood consequent upon the removal of the 
ketone bodies would result in a compensa- 
tory retention of carbon dioxide. This 
might easily be sufficient in amount not 
only to mask any rise but even to produce 
a fall in the respiratory quotient. 





Studies in Renal Function and Metabol- 
ism in a Case of Diabetes Insipidus. 


In the American Journal of the Medical 
Sciences for June, 1923, HaAcHEN states 
that the value of the administration of 
posterior lobe pituitary extract in cases of 
diabetes insipidus being known, his patient 
was started on the dried extract. Increas- 
ing doses of the salol-coated and non-coated 
pills up to 3 grains, three times daily, failed 
to produce the desired effect. The intra- 
muscular injection method was then re- 
sorted to with immediate and_ striking 
results. One cc of obstetrical pituitrin 
injected intramuscularly relieved the thirst 
and decreased the polyuria. The effects of 
the extract were noted within ten minutes 
and lasted over. a period of eight to ten 
hours. _ 

He concludes his paper as follows: 

1. Two ce of obstetrical pituitrin, admin- 
istered intramuscularly during a twenty- 
four-hour period, decreased the polyuria in 
a case of diabetes insipidus. The specific 
gravity was raised and the percentage of 
salt and urea nitrogen was increased. The 
maximum concentration was reached within 
three hours after the injection of pituitrin. 
The drug produced its effect immediately 
(within ten minutes) and was only 
transient in its action; the effect of 1 cc 
lasting from eight to twelve hours. 

2. Pituitrin injected hypodermically en- 
abled the kidney to excrete a larger amount 
of phenolsulphonephthalein. 

3. The concentration of the urea nitro- 
gen, uric acid, and sugar in the blood was 
almost doubled within three hours after the 
injection of 1 cc of pituitrin. The blood 
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figures before and after 


injection of 
pituitrin remained within normal limits. 

4. There was no apparent relation be- 
tween the basal metabolism and the water 
excretion of the kidney before and after . 
pituitrin administration. 





Quantitative Studies with Arsphen- 
amine. 


Kotts and Youmans, in the Johns Hop- 
kins Hospital Bulletin for June, 1923, state 
that approximately three-fourths of the 
arsphenamine injected leaves the blood 
stream in a few minutes after the comple- 
tion of the injection. The remaining 
portion is rapidly reduced in amount, but 
traces may be found twenty-four hours 
later. 

The drug is stored in the liver, spleen, 
kidneys, lungs, cardiac and skeletal mus- 
cles. There is evidence that the alteration 
or excretion (or both processes, perhaps) 
has appreciably reduced the amount of drug 
three hours after injection. 

The liver is a more important excretory 
organ for arsphenamine and neoarsphena- 
mine than the kidney. 

The brain shows a much lower concen- 
tration of drug in the experimental animal 
than does any other organ. 

The cerebrospinal fluid, during the first 
twenty-four hours, if it contains the drug 
at all, does so only in minute concentration, 
which is too low to estimate with accuracy. 


Prevention and Treatment of Chronic 
Empyema. 


Hepsiom, in Southern Medicine and 
Surgery for May, 1923, states that happily 
we are now in a position to cure some of 
these patients without having to resort to 
operative procedures, and many are cured 
with only minor operations. In practically 
all cases in which more radical measures 
are found to be necessary, we are able to 
sterilize the field prior to operation, or at 
least to attenuate any bacteria present to 
such a degree that postoperative infection 
from this source is not a menace. In the 
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process of such treatment the patient gains 
weight and strength; his color improves, 
and he is converted from a poor to a rela- 
tively good surgical risk, except in cases in 
which the chronic suppuration has resulted 
in irreparable damage, such as nephritis, 
myocarditis, or general amyloidosis. These 
results are achieved by irrigation with the 
hypochlorite solution. Other antiseptics 
have their advocates, and there are men 
who believe that equally good results might 
be secured by irrigation with physiologic 
sodium chloride solution. The discussion 
of the merits of these various 
solutions is beyond the limits of this paper. 
It seems pertinent, however, to point out 
that the hypochlorite solution, besides act- 
ing mechanically as would the physiolog- 
ical sodium solution, is also 
markedly bactericidal and proteolytic; by 
virtue of these properties it dissolves the 
necrotic tissue and débris, and exposes all 


relative 


chloride 


infected areas to the bactericidal action, 
Whatever 
may be said in favor of any other solution 
does not alter any of these demonstrated 
facts with regard to the efficacy of the 
hypochlorite solution. 

Success in the use of hypochlorite solu- 
tion requires that it must be of the proper 
strength, it must gain access to all infected 
surfaces and remain in contact with these 
surfaces long enough to exert its lytic and 
bactericidal action, it must be renewed 
often, and it must be of approximately 
neutral reaction; otherwise it is not Dakin’s 
solution. Dakin specified that the content 
of free chlorine, which is the active prin- 
ciple, should be between 0.45 and 0.5 per 
cent. One disadvantage of this solution is 
that it deteriorates rapidly, especially in 
sunlight, losing its active chlorine, and one 
reason for the greatly varying degree of 
success reported following its use is doubt- 
less the fact that solutions of greatly vary- 
ing strength have been used. He has found 
the “Hychlorite” a convenient solution to 
use. It is fairly stable and, being orig- 
inally eight times the required chlorine 
strength, permits of dilutions that contain 
the required amount of chlorine even after 


making sterilization complete. 
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the stock solution has stood for a long time. 
Another advantage is that a solution con- 
taining more than 0.5 per cent of chlorine 
can be prepared readily. A more concen- 
trated solution is advantageous in many 
cases of chronic empyema of long duration. 

The technique employed at the Mayo 
Clinic is very simple. Most of the patients 


with chronic empyema have draining 
sinuses. A rubber catheter which fits the 
sinus snugly is inserted and the pus 
evacuated by aspiration with a_ glass 


syringe of from 30 to 60 cc capacity. The 
cavity is measured by filling it with physio- 
logical sodium chloride solution under 
gravity pressure of perhaps 10 to 20 cm., 
using the barrel of the syringe as a funnel. 
The cavity is washed clean by alternately 
injecting and withdrawing salt solution with 
the syringe, being very careful not to inject 
an amount greater than that representing 
half the capacity of the cavity. If the pa- 
tient has not coughed, or tasted the solu- 
tion during the procedure, the hypochlorite 
is used for further irrigations at intervals 
of from one to two hours during the day, 
and three or four times at night. The 
decrease in size of the cavity is ascertained 
by measuring its capacity once a week. The 
rate at which the cavity decreases varies 
with the size at-onset, the duration, and 
many other factors, but generally the pro- 
gressive decrease in capacity may be ex- 
pressed graphically by a curve, showing a 
rapid fall the first two weeks, then one less 
abrupt, so that the smaller the cavity be- 
comes, the less the decrease as compared 
with the original. In most cases the cavity 
would probably be completely obliterated in 
time, but a stage is finally reached after 
which the further decrease is rather slow, 
usually when the cavity approximates a 
capacity of from 50 to 100 cc. If the resi- 
dual cavity is of more than 100-ce capacity, 
decortication is the operation of choice, but 
in cases of long standing, and in those in 
which the cavity is shallow, so that the 
amount of lung expansion would be at best 
small, a rib resection is usually performed, 
followed by further irrigation. For large 
residual cavities, decortication is, in his 
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opinion, advisable even if an additional cir- 
cumscribed plastic resection may be neces- 
sary later. 

Chemical decortication by an agent which 
would remove all the thickening of the 
visceral pleura without injury to the lung 
would be a distinct improvement over sur- 
gical decortication, which is limited to cases 
in which the pleura will separate, is often 
incomplete, and may result in a tear into 
the cortex of the lung. A two-per-cent alco- 
holic solution of gentian violet will remove 
the thickened pleura, but experience has 
not yet been sufficient to determine its 
value. 

In case the cavity is small, with a capac- 
ity of less than 100 cc, a rib resection alone 
is performed, or the parietal pleura, if very 
thick and rigid, may also be excised. The 
irrigation is then continued. For very small 
cavities resection of a few centimeters of 
one rib only may suffice. 

Other methods of dealing with a residual 
cavity have been advocated. The establish- 
ment of a sterile pneumothorax by excision 
of the sinus tract, or by allowing the sinus 
to close spontaneously, would seem ideal. 
Unfortunately, if there is a recurrence of 
the suppurative process, the adhesions are 
prone to dissolve and the cavity to enlarge 
rapidly, so that the ground gained is lost. 
Probably in many of the cases in which 
cures by this method are reported, investi- 
gation would show that such recurrences 
had developed. There may be no immediate 
marked symptoms of such recurrence. Hed- 
blom has known accumulations of pus to 
remain latent for years, but they were asso- 
ciated with nephritis and amyloidosis. Per- 
foration into a bronchus may supervene, 
especially in cases in which there is not 
sufficient thickening of the visceral pleura 
to protect the lung. 

A contraindication to the use of the 
hypochlorite solution by the closed method 
is the presence of a bronchial fistula of 
such size that, in coughing, the patient 
tastes the sodium chloride solution when it 
is instilled. In some instances irrigation, 
even with hypochlorite, may still be possi- 
ble with the patient in a certain position, 
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but, generally speaking, open drainage is 
indicated. If the fistula can be exposed 
following rib resection, irrigation with 
hypochlorite solution is usually quite feasi- 
ble if the mouth of the fistula is tempo- 
rarily plugged before each irrigation. The 
fistula is cauterized at intervals with the 
actual cautery, or with silver nitrate, to de- 
stroy its epithelial lining. This is usually 
sufficient to bring about closure. Some- 
times the bronchus lies near the periphery 
of the cavity, in which case the gradually 
progressing adhesions between the parietal 
and visceral pleura will help to obliterate 
the cavity. 

One hundred and eighty-two patients 
have been traced who were treated suffi- 
ciently long ago to warrant a statement as 
to end results. One hundred and twenty- 
six of these report that their wounds are 
entirely healed, and most of them are in 
good health. Twenty-seven patients have 
draining sinuses; twelve of which are tu- 
berculous. Twenty-nine patients died at 
intervals varying from two months to four 
and one-half years after leaving the hos- 
pital. The operative mortality, counting all 
the deaths in the hospital, was 1.9 per cent. 





The Spahlinger Treatment in 
Tuberculosis. 


In an editorial on this subject the British 
Medical Journal of May 12, 1923, states 
that at the present time the medical profes- 
sion has to consider the problem of M. 
Henri Spahlinger’s method of treatment, 
and in view of the experiences of the past 
it is not surprising that hitherto its leaders 
have suspended judgment on the matter. 
It is equally true that many of those who 
have visited Spahlinger’s laboratory have 
recognized in him an enthusiastic and seri- 
ous worker, whose claims demanded and 
have obtained consideration at the hands 
of experts in tuberculosis either acting 
independently or as the advisers of the 
health authorities in various countries. 


Reference was made to the matter in the 
issue of the British Medical Journal of 
February 10, 1928, when it was stated that 

















inquiries into the nature and results of 
Spahlinger’s methods had been made both 
by the Red Cross Society and by the Min- 
istry of Health, and it was added that there 
was reason to believe that the methods were 
looked upon as interesting and the results, 
though hitherto on a very small scale, as 
encouraging. 

With regard to the action of the Ministry 
of Health in the matter they gather that 
from the beginning such statements as Spah- 
linger has published in England and France 
have been carefully noted by that Ministry ; 
in 1920 special medical inquiry was made 
and all the testimony then available was 
considered; this evidence included clinical 
reports from physicians practicing at 
Geneva, Montana, Hamburg, and London. 

In 1922, through the courtesy of Spah- 
linger, a medical officer of the Ministry was 
enabled to visit the Bacterio-Therapeutic 
Institute, Carouge, Geneva, and to examine 
certain cases of tuberculosis treated by the 
method. The conclusions arrived at were 
that although it is not yet possible to ex- 
press an opinion upon the scientific value of 
Spahlinger’s work from the bacteriological 
standpoint, inasmuch as the details and the 
technique adopted in the preparation of 
serum and vaccine remain undisclosed, the 
clinical results obtained in Switzerland and 
in England warrant further investigation. 
They are informed that the cases examined 
by the medical officer included examples of 
lupus, tuberculous glands, and bone and 
joint tuberculosis, in addition to pulmonary 
tuberculosis. The histories were well au- 
thenticated ; in the pulmonary cases tubercle 
bacilli had been present in the sputum, and 
some of these cases had been in an ad- 
vanced stage and their condition regarded 
as hopeless prior to the initiation of Spah- 
linger’s treatment. Radiological evidence 
also was forthcoming in a number of the 
cases; it showed the conditions before and 
after treatment by Spahlinger’s preparation. 
Making every allowance for the fact that a 
certain proportion of patients suffering 
from tuberculosis get well under any con- 
ditions, the complete or partial arrest of 
active and extensive disease produced in 
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these cases in a short period of time after 
the administration of Spahlinger’s remedies 
and remaining permanent through several 
years’ observation appears to be a striking 
contribution to the evidence for the efficacy 
of the treatment. 

The Ministry, through unofficial channels, 
intimated to Spahlinger that with his con- 
sent it would be prepared to appoint a com- 
mittee of recognized medical experts who 
would watch the results of his method of 
treatment in a number of cases to be se- 
lected by a physician nominated by Spah- 
linger, and who after due trial would report 
on the value of the treatment. It was 
understood that Spahlinger would not be 
required to divulge the technique by which 
the serum and vaccine are prepared. 

This offer lacked nothing on the side of 
generosity, but, unfortunately, Spahlinger 
did not accept it. Spahlinger makes a “com- 
plete” serum and a “complete” vaccine, but 
it would seem that in 1914 he had prac- 
tically exhausted his supply of both. Since 
that date he has continued the preparation 
of partial serum in small quantity, and it 
has been used for the treatment of a few 
cases. The preparation of the complete 
serum is stated to be a long and complicated 
process, and it would appear that at present 
Spahlinger can assign no definite date for 
the production of the serum in large quanti- 
ties for general use or even for the pur- 
poses of an experimental investigation such 
as that proposed by the Ministry of Health. 
The offer is, they understand, still open. No 
later than March 21st last the Minister of 
Health, in reply to Dr. Watts in the House 
of Commons, stated that he was most 
anxious to encourage further trial of the 
remedies in this country as soon as supplies 
were available. 

They understand also that Spahlinger has 
exhausted his financial resources in the 
prosecution of his researches, and that 
pecuniary embarrassments still further de- 
lay the production of his long awaited 
preparations. The British Red Cross So- 
ciety, mindful of the interests of ex-service 
men, has interested itself in the matter, and 
they understand that some time ago it made 
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Spahlinger an offer of financial assistance 
under certain conditions. 

They have heard—a preliminary notice 
to this effect was indeed made some months 
ago—that an influential movement is on 
foot to issue in this country a public appeal 
for funds which shall relieve Spahlinger of 
his financial disabilities. They have very 
little doubt that should it be found possible 
to make a satisfactory arrangement with 
Spahlinger, sufficient money would become 
available in this country alone, and there 
is reason to believe that some of the Do- 
minions also would be willing to make 
contributions. 

Should the financial disabilities from 
which Spahlinger is now suffering be re- 
moved, they would urge him, not only in his 
own interests, but in the general interests 
of humanity, to submit the first supplies of 
the serum and vaccine when obtained to a 
scientific tribunal, whose decision, if favor- 
able, would rank him indisputably among 
the great benefactors of mankind. 





Radiograph Observations in Children 
Constipated from Birth. 


GOLDBERGER, in the Archives of Pediatrics 
for June, 1923, claims that whenever a his- 
tory of persistent constipation is obtained 
that dates from birth, a complete Roentgen- 
ray examination should be made of the 
gastrointestinal tract. In this way one can 
ascertain definitely the seat and the cause 
of the trouble. The great difficulty experi- 
enced in the treatment of patients with 
chronic constipation is the inability to keep 
them under treatment long enough to bring 
about permanent relief. It is his experi- 
ence that when parents are shown where 
the seat of trouble lies, by exhibiting to 
them a series of x-ray plates, displaying the 
defect, they become permanently interested 
in the treatment in spite of many inconve- 
niences. This continued interest is an essen- 
tial factor in the successful management of 
these cases. 

If the seat of the trouble is in the distal 
portion of the colon, “it seems unreasonable 
to administer laxatives which will irritate 
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the first 25 feet or more of bowel, in order 
to evacuate the last 12 or 15 inches of 
colon.” Local treatment is more conserva- 
tive, rational, and effective. Unloading the 
pelvic colon by local measures relieves the 
spastic state, and thus removing the ob- 
struction to the onward movement of the 
colon content, enables normal peristalsis to 
carry forward the contents of the proximal 
colon. Laxatives in general are mechanical 
irritants, and as such they increase spas- 
ticity. 

Briefly outlined the treatment and man- 
agement of these cases may be summarized 
as follows: 

The prompt withdrawal and discontinu- 
ance of all laxatives and cathartics. 

The selection of some one in the family 
to supervise the child’s daily routine. The 
closest kind of codperation on the part of 
the individual, preferably the mother, in 
carrying out every detail of the manage- 
ment and treatment, is absolutely essential. 

Nightly instillations of warmed olive or 
sweet oil, in small quantities, high up into 
the colon at bedtime. The oil is retained 
over night and until after breakfast the 
following morning, if possible. These in- 
stillations are continued nightly, without 
interruption, for a period of at least four 
weeks, after which time they are given 
every other night for two weeks, followed 
by intermissions of two nights, of three 
nights, and gradually omitted until the in- 
stillations are given but once a week, and 
finally at the end of the ten weeks they are 
discontinued entirely. 

Regular attendance to toilet after break- 
fast and upon retiring, when the child is 
made to remain until a bowel action is 
brought on. While at toilet the body should 
be flexed upon the knees, the feet supported 
on a box. 

Plenty of exercise and free play. 

The prescribing of an adequate diet to 
meet the special needs of the individual 
child, particularly where one obtains a his- 
tory that a child takes plentifully of pro- 
tein foods that tend to cause intestinal 
putrefaction. These should be either lim- 


ited or discontinued entirely. 























The results, in all the cases in his series, 
measured by the child’s ability to have one, 
two, or even three daily bowel evacuations, 
after treatment has been discontinued, have 
been 100 per cent satisfactory. Some of 
the children have been observed for six 
years, and one child for over eight years, 
without a return of the original complaint. 





The Anemias of Infancy—Causes and 
Treatment. 


In the Archives of Pediatrices for June, 
1923, HERRMAN says that if the patient is 
rachitic, exposure to sunlight and the ad- 
ministration of cod-liver oil and phosphorus 
- are indicated; if syphilitic, salvarsan and 
mercury are given. Foci of infection, espe- 
cially those of the rhinopharynx, should be 
removed if possible. It need not be empha- 
sized that all those predisposed to anemia— 
twins, premature infants, and those with 
congenital debility—must receive breast 
milk. As the majority of the cases are due 
to faulty feeding and digestive disturb- 
ances, the dietetic treatment is most impor- 
tant. As most of the severe cases begin to 
show distinctly in the second half of the 
first year, beef juice, vegetable and fruit 
juices are early added to the diet. The 
total amount of cow’s milk is reduced to 
one-third the usual amount given, that is to 
10 ounces daily, and the requisite number 
of calories is supplied principally in the 
form of carbohydrates, cereals, zwieback, 
bread crusts. In those with digestive dis- 
turbances, intestinal stasis, and foul stools, 
daily rectal irrigation is a valuable proce- 
dure. In those associated with putrefac- 
tion, milk containing the bacillus acid- 
ophilus may be tried. 

Iron: is especially valuable in the patients 
whose blood is of the chlorotic type. As is 
well known, it acts primarily by stimulat- 
ing the bone-marrow. The saccharated 
carbonate is as valuable as the newer prep- 
arations. Some of the severer cases do bet- 
ter with a combination of iron with arsenic. 
In those cases in which there is no definite 
etiologic factor, and which fail to show 
improvement with iron and arsenic, small 
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doses of thyroid extract should be tried. 
Even where there is no definite evidence of 
hypothyroidism, the extract, by stimulating 
metabolism, seems to have a favorable 
effect. 

Transfusion is indicated in those severe 
cases which fail to respond to dietetic and 
drug treatment. It should not be too long 
delayed. Blood is easily obtained from one 
or both parents, and the amount necessary 
is comparatively small. It is estimated that 
15 cc per kilo weight are necessary to in- 
crease the number of red blood cells by 
1,000,000, so that in an infant weighing 8 
kilos (18 pounds) it would require about 
24 cc to increase the red cells by 2,000,000. 
If for any reason intravenous injection is 
impossible, it may be given intramuscularly. 
The transfusion not only adds fresh blood, 
and diminishes the hemorrhagic tendency 
by adding platelets, but possibly also direct- 
ly stimulates the bone-marrow and adds 
valuable substances (hormones). 

Splenectomy finds its greatest usefulness 
in those forms of anemia associated with 
increased blood destruction, notably in 
hemolytic anemia. As a rule it is not indi- 
cated in the severe secondary anemia of 
infants. The hyperplasia of the spleen is 
at least in the early stage compensatory. 
Stillman found in three cases that came to 
autopsy that the spleen was the site of 
active blood regeneration. However, it is 
possible that eventually the spleen might 
undergo such marked fibrosis that it would 
no longer be able to perform its normal 
function, might become useless, or, by 
throwing an additional burden on the liver, 
might even become injurious. In such a 
case it is possible that its removal might be 
beneficial. The removal of the spleen ap- 
pears also to have a stimulating effect on 
the bone-marrow. That splenectomy may 
be beneficial in some cases is shown by the 
fact that of 19 cases in which the spleen 
was removed, 12 showed improvement. In 
a recent paper William Mayo says: “Von 
Jaksch has described an enlargement of the 
spleen in infants due to malnutrition, which 
usually disappears on proper feeding, but 
some of these patients do not get well, and 
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the enlarged spleen and chronic anemia are 
carried into early childhood. We have re- 
moved eight spleens in such children with- 
out an operative death, and, when the 
condition has not been too advanced, cure 
has followed.” 

Herrman believes the following course 
should be pursued: A transfusion should 
be given. If after ten to fourteen days the 
blood returns to its previous condition, a 
second transfusion is given. If after four- 
teen days there is again a return to the low 
hemoglobin percentage and red blood count, 
splenectomy, preceded by a transfusion, 
should -be advised. 





Treatment of Gall-bladder Lesions. 


EINHORN, in the New York Medical 
Journal and Medical Record of June 6, 
1923, states that the treatment of gall-blad- 
der lesions may be either medical or surgi- 
cal, or both. As a general rule, however, 
he would say that whenever feasible all 
cases should be treated medically only, un- 
less there are sufficient reasons for employ- 
ing surgical measures. Frequent eating, 
the drinking of much water, and hygienic 
living are all important. Many clinicians 
institute a rigorous dietetic regimen in gall- 
bladder lesions. Thus, all fats are pro- 
hibited, likewise eggs, and other articles of 
diet ; while as a rule the diet in these cases 
should not be rich, he is in favor of not 
forbidding too much. Eggs are generally 
forbidden because they contain a great deal 
of cholesterin, but being impressed with 
the great value of this substance in the cell 
life, he sees no reason for forbidding it. 
As it is usually carried out by most clini- 
cians, the diet is too weakening for the 
organism ; for in order to fight the disease 
the body must be kept in good nutritive 
condition. 

The instillation of various medicaments 
into the duodenum (argyrol, ichthyol, mer- 
curochrome) may be undertaken with ad- 
vantage; the drinking of Carlsbad water, 
or the like, at home or at the spring seems 
to be beneficial; glycerin in teaspoonful 
doses before meals is often useful; salol 
and urotropin are also frequently given 


with advantage. Lyon employs magnesium 
sulphate instillations into the duodenum, 
and then drainage of the contents. 

The indications for surgery may be put 
as follows: 

1. Severe attacks of biliary colic appear- 
ing frequently and interfering with the 
patient’s well-being—especially if accom- 
panied by a slight rise in temperature. 

2. Biliary colic accompanied by fever and 
a high leucocytosis with an increased poly- 
nuclear count, and jaundice. 

3. Pains in the gall-bladder region ac- 
companied by chills and a high leucocytosis. 

4. The indirect reflex symptoms men- 
tioned, such as angina pectoris and cardio- 
spasm, existing for a considerable length 
of time and reducing the patient’s strength. 

5. Gall-bladder lesions with probable 
malignancy. 

When an operation is performed in these 
gall-bladder conditions, the surgeon is likely 
to find associated lesions in the abdominal 
cavity which require attention. Einhorn 
asserts that the operation should not be too 
extensive, and if conditions are found which 
are the result of nature’s reparative pro- 
cesses they should be let alone if possible. 
He knows of two cases of duodenal ulcer 
with gall-bladder lesions in which by natu- 
ral processes a stone had left the gall- 
bladder, the gall-bladder having become 
adherent to the duodenum and perforating 
it so that the gall-bladder was in direct 
communication with the duodenum. The 
surgeon, after performing a gastroenteros- 
tomy, tried also to do some plastic work on 
the duodenum after excising the gall-blad- 
der, with bad consequences. 





Pleuropulmonary Reflex: Its Prevention 
and Treatment. 


STIVELMAN, in the American Journal of 
the Medical Sciences for June, 1923, states 
that when there is a definite indication for 
exploratory puncture, careful anesthetiza- 
tion of the entire needle tract, especially 
the deeper musculature and parietal pleura, 
should be carried out to avoid if possible 
those reflex impulses which may originate 
in it. 
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Most observers are in agreement with 
Saugman that it is only in exceptional cases 
that a needle longer than 3 cm. is necessary 
for thoracentesis. We frequently miss the 
exudate and injure the lung by going in too 
deep with the larger needle. Furthermore, 
experience shows that aspiration for diag- 
nostic purposes can be done through the 
anesthetizing needle in all cases not exclud- 
ing those in which the exudate is thick and 
cheesy. Added caution is to be exercised 
when fluid is not easily obtainable, for it is 
in dry taps that the chances of injuring the 
visceral pleura and underlying lung tissue 
are very great. The mesial portion of the 
chest should be avoided, even though great 
_ care is taken to prevent injury to the larger 
vessels, the pericardium and its contents, 
because, as has been shown by Brodie and 
Russell, injury to the larger nerve trunks 
at and near the hilus region may result in 
severe and even fatal accidents. Under 
no circumstances should the needle be 
moved laterally after it is inserted into the 
pleural cavity. Nor should the point of the 
needle be permitted to describe arcs of a 
circle within the thorax. Such manipula- 
tion offers sure means of injuring the lung 
and pleura. It is far safer, in searching 
for fluid, to make several punctures at dif- 
ferent points in the chest than to move the 
needle in several directions from one point 
of puncture. It is important, for reasons 
already recounted, to choose the point of 
puncture as far away from the inflamed 
pleuropulmonary tissue as possible, and in 
localized collections of fluid the Roentgen 
ray will indicate the safest point to go into 
with a certainty far surpassing that of the 
most skilful diagnostician. 

No less caution is to be exercised in the 
initial inflation in pneumothorax. Indeed, 
the chances for accident are even greater 
than in exploratory thoracentesis, because 
the visceral pleura and lung tissue, not be- 
ing pushed away by fluid, can very readily 
be injured by the intruding needle. A 
point of puncture must be chosen as remote 
as possible from the main lesion and hilus 
region. Adhesions must be avoided; and 
while it is often possible to keep away from 
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the site of the main lesion, no known 
method can definitely exclude the presence 
of adhesions at a certain point. Indeed, 
they are present where we least expect 
them, and the Roentgen rays often fail to 
point to their existence. As a rule, it is 
safest to go into an area giving a good, 
resonant note on percussion and fair breath 
sounds on auscultation; and while it is 
obvious that a free pleural space may easily 
be found in an area over’ which pleural 
friction sounds are audible, it is certain that 
punctures at such points are fraught with 
danger. 

A short needle, not longer than 3 cm. 
and of narrow gauge, should be used for 
anesthetizing purposes and the inflation 
should be given through the same needle. 
This can be accomplished in all cases pre- 
senting a free pleural space. In the past 
five years he has not failed to induce all his 
initial pneumothoraces with the anesthetiz- 
ing needle. The use of a longer and wider 
caliber needle is not only unnecessary but 
distinctly dangerous, and that accidents 
with these needles are not more common 
than reported is due either to good fortune, 
or more probably to the disinclination on 
the part of their users to divulge. 

The old practice of asking the patient: to 
cough while the needle is in the chest cavity 
so as to augment the manometric oscilla- 
tions is mentioned here only to be con- 
demned. There is no surer way to injure 
the pleura and lung tissue. 

A needle that is blocked can be made 
patent by the stilet, or by aspiration with 
a syringe which should at all times be con- 
nected to the pneumothorax needle. 

When symptoms pointing to pleuropul- 
monary reflex make their appearance, the 
needle should be forthwith withdrawn from 
the pleural cavity. When the cardiac em- 
barrassment is of the vago-inhibitory type, 
reassurance of the patient and patience on 
the part of the operator are all that is neces- 
sary. Atropine, to counteract the vagus 
inhibition, may be administered subcu- 
taneously in fair doses. 

On the other hand, should the cardiac 
embarrassment be of the vasomotor type, 
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adrenalin is urgently indicated and stimu- 
lation is at once to be resorted to. Hot cof- 
fee, per rectum, and camphor in ether sub- 
cutaneously have been strongly recom- 
mended. The vast majority of patients re- 
cover in from half an hour to one hour, 
although amblyopia and temporary paraly- 
sis may persist for several hours. These, 
however, leave no permanent defects. The 
patient should remain in bed for a few 
days, or until such time when all symptoms 
due to the reflex phenomena have disap- 
peared. 

It is pertinent to mention that inasmuch 
as pleuropulmonary reflex has a tendency 
to repeat itself in subsequent pleural punc- 
tures for the induction of pneumothorax, 
most operators are in entire accord with 
Forlanini, who deems it advisable to aban- 
don this form of therapy when the accident 
occurs with each of the first two attempts 
to enter the pleural space. Failure to heed 
this warning may and actually has entailed 
sad consequences. 





Observations in the Treatment of Sub- 
acute and Chronic Arthritis with 
Milk Injections. 


DeCourcy, in the Ohio State Medical 
Journal for June, 1923, states that recog- 
nizing the part focal infection plays in the 
causation of arthritis, also that the focus 
cannot always be found, or if found, re- 
moved, or successfully treated, it is no won- 
der that the treatment of this condition so 
far has been unsatisfactory. 

The treatment of arthritis by means of 
non-specific protein therapy is not new, but 
the results have been uncertain, it being 
recognized that the best results have been 
obtained in the acute forms; the subacute 
and chronic forms reacting less readily to 
this form of treatment. Most of the work 
along this line has been with vaccines, since 
it was shown years ago that the course of 
typhoid fever could be favorably influenced 
by subcutaneous injections of killed typhoid 
bacilli or other organisms. But lately we 
are viewing this reaction from a different 
angle, and it has been suggested that the 


therapeutic action is obtained by the new 
protein products desensitizing the tissue to 
the bacterial proteins. Whether these pro- 
teins are the ones injected, or what is more 
plausible, that the trauma to the tissues, 
caused by the foreign substance being 
thrown into them, producing by autolysis 
of tissue a non-specific protein, is the cura- 
tive agent remains to be definitely deter- 
mined. It is, however, plausible that the 
new protein products from the autolyzed 
tissues desensitize the tissue to the bacterial 
proteins. According to Matthews this is 
brought about by the autogenous peptides 
replacing the sensitizing substances or sensi- 
tizer, in the sensitized cells. The sensitizing 
substance is turned out into the blood, and 
in all probability agglutinates the specific 
bacteria of the disease and attaches them 
to the leucocytes ; and also by this displace- 
ment leaves the body cells desensitized, so 
that they are no longer irritated by the en- 
tering bacterial protein. The bacteria for 
the time being are then harmless during 
this period of desensitization and are di- 
gested by the leucocytes. 

The curative principle of disease Vaughan 
suggests to be the protein enzymes found in 
the blood at the time, but Mathews suggests 
that it is in reality the partially digested 
proteins or their decomposition products 
arising from the autolysis of some of the 
tissues. 

In the study of forty-two cases of sub- 
acute and chronic arthritis in the Seton 
Hospital and in his clinic, he found (1) 
that nearly all cases presented a metabolic 
difficulty in utilizing carbohydrates prop- 
erly, the sugar tolerance invariably being 
slightly below normal; (2) there was a 
lowered metabolic rate; (3) thirty-seven 
cases were shown to have definite foci 
(which were cleaned up as well as possi- 
ble); and in the remaining five intestinal 
foci were suspected. The solutions were 
prepared by heating milk (first removing 
the top milk) at 100° C. for twenty min- 
utes. Injections of usually about 10 cc of 
this milk were given deep into muscles of 
the buttock and repeated every four or five 
days, depending on the reaction. The pa- 
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tients invariably noted an amelioration of 
symptoms and a feeling of well-being within 
twenty-four to forty-eight hours after in- 
jections. The injections were usually fol- 
lowed in six or eight hours by a rise in 
temperature, which dropped to normal in 
from twenty-four to thirty-six hours. The 
leucocyte count was raised, polymorpho- 
leucocytes predominating, within twelve 
hours. 

The results, after six months’ observa- 
tion, in the majority of chronic cases have 
been disappointing, although the patients 
suffered less pain than formerly. The de- 
formity of the joints remained practically 
unchanged, as would be expected. In the 
subacute cases, in which the foci of infec- 
tion were removed, he can report complete 
amelioration of symptoms, nine cases being 
under frequent observation for a period 
of five months. 

He concludes that it is not the milk that 
is injected which acts as a non-specific pro- 
tein; but it causes trauma, which in turn 
produces an autolysis of the tissues, thereby 
liberating a non-specific protein, which acts 
on the bacterial protein in a specific man- 
ner. Since writing this paper observations 
in acute cases have been completed, which 
will be reported later. 





Intraspinal Injections of Antitoxin in 
Malignant Diphtheria. 


The Lancet of June 16, 1923, states that 
the intraspinal injection of antitoxin in 
diphtheria has hitherto been employed by 
only a few clinicians, and chiefly as a pro- 
phylactic or curative method of the par- 
alytic sequela. E. Benhamou and his in- 
ternes Camatte and Flogny, of Algiers, 
now recommend its use during the acute 
stage of malignant diphtheria, in which the 
child remains in a state of profound tox- 
emia, in spite of large doses of serum ad- 
ministered intramuscularly or subcutane- 
ously associated with adrenalin, strychnine, 
or digitalis. In all the writers’ cases in 
which the serum was given intraspinally, 
provided the injection was not given too 
late, a “veritable resurrection” was wit- 
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nessed. It is most important not to wait 
too long before resorting to this method. 
If after the first twenty-four hours large 
doses of serum intramuscularly have not 
improved the condition, or if from the 
first the case seems desperate, 20 to 30 cc 
of serum should be injected intraspinally 
after removal of about an equal quantity 
of cerebrospinal fluid. Intramuscular in- 
jections of 20 to 40 cc and subcutaneous 
injections of 40 to 60 cc should also be 
given, and the intensive treatment should 
be continued subcutaneously during the 
following days. No bad effects such as 
anaphylaxis were ever observed after intra- 
spinal injection. The method is not suit- 
able for mild or moderate cases, which are 
readily cured by subcutaneous or intramus- 
cular injection, but should be reserved for 
malignant cases. 





Notes on the Present Status of 
Anthelmintic Medication. 


Hatt, in the United States Naval Med- 
ical Bulletin for June, 1923, states that the 
drug which is attracting the most attention 
at present in connection with the treatment 
of hookworm disease is carbon tetrachlo- 
ride. It has been reported for over 20,000 
cases of hookworm disease in the Fiji Is- 
lands and has been used in thousands of 
cases elsewhere, the reports being for the 
most part very favorable. Apparently the 
drug occasions but slight symptoms of dis- 
comfort in most cases, is more effective 
than other drugs heretofore used in remov- 
ing hookworms, and is quite cheap. Recent 
investigations indicate that it has some 
effect on the liver, as was anticipated from 
its resemblance to chloroform, but for the 
most part it appears to be quite safe if given 
in therapeutic dose. The dose originally 
advocated by Hall (1921), 3 cc, appears to 
be safe and sufficiently effective to make 
larger doses inadvisable in the present state 
of our knowledge. While the preliminary 
work indicated that no purgative was neces- 
sary with this drug, recent studies indicate 
that the rather mild symptoms of discom- 
fort which follow the administration of the 
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drug are largely avoided if salts are given 
two or three hours after the carbon tetra- 
chloride. It should not be given with cas- 
tor oil, as this diminishes its efficacy. 

Whipworms are difficult to remove, ap- 
parently owing largely to the fact that 
anthelmintics passing the ileocecal valve 
may continue down the colon and not enter 
the cecum where the worms are situated. 
Theoretically, it should be possible to re- 
move these worms by repeated doses of 
some anthelmintic or by the use of very 
bulky doses, thus insuring either by repeti- 
tion or bulk the entry of the drug into the 
cecum. For repeated doses a drug which is 
not a gastrointestinal irritant should be 
used, and santonin is excellent for the pur- 
pose of repeated dosing. In experiments 
on dogs it has been found feasible to re- 
move whipworms from the cecum by the 
administration of equal amounts of san- 
tonin and calomel in small doses daily for 
a week, the treatment then being suspended 
for a week, and then repeated for a week 
or until fecal examinations showed the 
presence of whipworms in the feces and 
the subsequent absence of whipworm eggs. 
The same treatment might be effective in 
the case of man. In passing it may be noted 
that santonin in repeated small doses is more 
effective in removing ascarids than when 
given in a single large dose. Another drug 
which has been recommended as effective 
in removing whipworms is the latex of 
Ficus laurifolia, a South and Central Amer- 
ican tree. This is given in large doses and 
the bulk of the dose may insure its entry 
into the cecum in many cases with a conse- 
quent removal of the whipworms present. 

At the present time the drugs for the 
removal of pinworms which are receiving 
the most attention in Europe are largely 
aluminum compounds, and quite a number 
of proprietary products of this sort are 
being marketed. In connection with the 
oral administration of these drugs empha- 
sis is placed on the use of an anal salve and 
on personal cleanliness. 

Along the line of anthelmintics, it may 
be mentioned that in veterinary medicine 
arecoline hydrobromide has come into use 


recently as a drug for the removal of tape- 
worms from dogs. The drug is given in 
doses of one-eighth grain to small dogs and 
one-fourth grain to dogs of average size. 
The drug requires no purgative, as it is in 
itself purgative. It appears to be quite de- 
pendable, but like any other anthelmintic 
will occasionally fail to remove worms. It 
has been reported to the writer that this 
drug has been given successfully to an 
adult person, in a dose said to be one- 
thirty-second grain, with the subsequent 
passage of a tapeworm, 

[Arecoline seems to be particularly poi- 
sonous to human beings, and if used at all 
should be employed with great care——Ep. ] 





Rest or Exercise in the Treatment of 
Pulmonary Tuberculosis. 


The Lancet of June 16, 1923, states that 
on June 4 there was a general meeting of 
that very live body, the Society of Superin- 
tendents of Tuberculosis Institutions, when 
a paper was read by E. E. Prest on the 
“Treatment of Pulmonary Tuberculosis by 
Graduated Labor.” The paper was a criti- 
cism of this treatment, and the society had 
invited Marcus Paterson to reply. Other 
members joined in the discussion which fol- 
lowed, and it was remarkable in this that 
many, if not most, of the speakers had 
themselves suffered from pulmonary tu- 
berculosis. It is not often that, at a medi- 
cal meeting, the discussion of the treatment 
of a certain disease is conducted by its 
victims, and it would be desirable if this 
practice were to be more common than it 
is. It would, for example, be remarkably 
instructive if the subjects of venereal disease 
were to join in a debate on its suppression, 
although the organizers of such a debate 
might experience some difficulty in re- 
cruiting speakers. On the present occasion 
it was a significant fact that most of the 
speakers who pleaded for prolonged rest 
in the treatment of pulmonary tuberculosis 
had been perilously close to, or within the 
limits of, the third stage of the disease, 
while the advocates of exercise and gradu- 
ated labor were for the most part able- 
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bodied persons or ex-patients who had had 
but a fleeting, Turban-Gerhardt-first-stage 
taste of the disease. Indeed, the influence 
of pulmonary tuberculosis on the opinions 
of individual speakers was so character- 
istic that, as each person spoke, it was pos- 
sible to form a comparatively accurate esti- 
mate of the extent to which he or she had 
suffered from tuberculosis. 

This grouping of the speakers naturally 
suggests that while exercise may be very 
beneficial to persons suffering only slightly 
from tuberculosis, and to others who are 
quite immune to it, rest is the most im- 
portant remedy for those whose disease is 
advanced. One of the chief criticisms 
directed against graduated labor in sana- 
toriums was concerned with its educational 
effects. It was pointed out that the fitter 
the patient, the more graduated labor he 
was given, and that there was a serious 
risk of patients drawing the erroneous con- 
clusion that the harder the work the fitter 
they would become. At the present time, 
with sanatorium treatment lasting only 
three or four months, the most important 
role of the sanatorium is its educative 
work, and it would be deplorable if patients 
were to leave these institutions with the 
impression that rest is bad because they 
see the worst cases kept in bed and the 
earliest cases exercised. 

One of the speakers, who dwelt on the 
educational functions of the sanatorium in 
this connection, ventured the caustic sug- 
gestion that had Paterson kept his first- 
stage patients in bed and set his third-stage 
patients to navvying, more of his old pa- 
tients would be alive. For he would have 
taught his patients by practical demonstra- 
tion that first-stage cases ultimately pros- 
per on a. regimen of prolonged rest, while 
there is nothing like excessive autoinocu- 
lation for speeding the third-stage patient 
to his end. 

In summing up the chief points of this 
debate, both Paterson and S. Vere Pearson, 
the society’s president, remarked that the 
differences of the two camps were not per- 
haps as marked and irreconcilable as the 
opinions of the enthusiasts at either ex- 


treme might suggest. Both remedies have 
their legitimate sphere of usefulness, and, 
as Paterson insisted, whether a lung be 
rested by an artificial pneumothorax or 
exercised by navvies’ work, careless tech- 
nique and supervision may produce but a 
sorry caricature, stultifying intrinsically 
valuable methods. 

Dr. Pearson suggested that while rest 
was suitable during the stage of toxemia, 
exercise might be beneficial when toxemia 
had ceased. No objection was raised to 
this perfectly sound generalization, but who 
can say when the toxemia of tuberculosis 
has disappeared? It is surely one of the 
most difficult questions to answer, but in 
insisting on the superiority of the rectal 
method of taking the temperature over the 
oral and axillary methods, Prest pointed 
the way to the readiest method of dis- 
tinguishing between active and_ inactive, 
toxemic and non-toxemic tuberculosis. 
Until such laboratory methods as the rate 
of precipitation of the erythrocytes, the 
Wildbolz autourine tests and others have 
proved themselves trustworthy, the physi- 
cian would do well to use his clinical ther- 
mometer as the chief arbiter between com- 
plete rest and graduated exercise. 





The Standard Treatment for Malaria. 


In the New York Medical Journal and 
Medical Record of June 20, 1923, Bass 
reminds us that the standard treatment for 
malaria recommended by the National Ma- 
laria Committee is, “for the acute attack 
ten grains of quinine sulphate by mouth 
three times a day for a period of at least 
three or four days, to be followed by ten 
grains every night before retiring for a 
period of eight weeks. For infected per- 
sons not having acute symptoms at the time 
only the eight weeks’ treatment is re- 
quired.” It will be noted that there are 
two parts of the treatment, the first to 
relieve the clinical symptoms and the sec- 
ond to cure the infection. In the present 
paper the effectiveness of the first part of 
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the treatment for the purpose of relieving 
the clinical symptoms will be discussed. 

Fever or chills and fever are the most 
constant clinical symptoms of malaria. 
They are definite symptoms. Fever is 
measurable and susceptible of statement in 
definite terms of temperature. Although 
other symptoms may also be present, they 
are not recognizable or demonstrable in all 
cases. It often occurs that a person may 
have a few malarial parasites in his blood 
without having any recognized symptoms 
due to the infection. However, if his re- 
sistance gets low enough to allow the para- 
sites to multiply sufficiently to produce any 
clinical symptoms and an active case of 
malaria develops, he is certain to have 
fever, if not chills and fever. These being 
the most prominent and constant clinical 
symptoms, they serve as a reliable guide as 
to the effect of treatment. Any treatment 
that relieves them relieves any other symp- 
toms of active malaria that may be present. 

There is a general impression and belief 
that although quinine relieves these symp- 
toms in most cases, there are some in which 
fever or chills and fever persist for days 
and sometimes for weeks in spite of full 
quinine treatment. Such opinions are un- 
fortunately expressed or supported by 
many of the prominent authorities on 
malaria. 

It often happens that in supposed cases 
of malaria unnecessarily large amounts of 
quinine are given in one form or another 
over considerable periods of time in an 
effort to break the fever, much to the detri- 
ment of the patient. In such cases the 
diagnosis was usually incorrect, and the 
patient either did not have malaria at all 
or, if malaria was present, there was some 
other coexisting disease or condition re- 
sponsible for continuation of the symp- 
toms. Malaria played no part in their 
production. 

During the past six years fortunate cir- 
cumstances have brought Bass into contact, 
direct or indirect, with the treatment of a 
great many people for malaria. The effec- 


tiveness of the standard treatment in reliev- 
ing the clinical symptoms has been kept 
constantly in mind and special search has 
been made for cases in which it failed. 
Many cases in which this has been reported 
have been investigated. Up to the present 
time not a single case has been found in 
which fever or chills and fever due to 
malaria have continued for four days when 
the patient was taking as much as thirty 
grains of quinine daily. 

During the past year a further effort has 
been made to find these so-called resistant 
cases of malaria by keeping in touch with 
the cases of malaria in the large hospitals 
of New Orleans through the kind assist- 
ance of interested medical students. The 
date on which the patient began taking 
quinine and the amount taken were re- 
corded. Any case in which the patient was 
given as much as thirty grains of quinine 
daily, and in which the temperature rose 
above normal on or after the third day, was 
reported to him for personal investigation. 
Thus far four cases have required investi- 
gation. 

In one of these, tertian parasites had 
been found and confirmed by him just 
three days previously. Thirty grains qui- 
nine sulphate had been given daily for four 
days, and the patient now had a tempera- 
ture of 104° F. Investigation revealed 
some delirium, rose spots on the abdomen, 
gurgling in the right iliac fossa, tympanitis, 
positive Widal, and typhoid bacilli grew in 
the blood culture. This was a case of 
malaria and typhoid. There were no ma- 
laria parasites found at this time. The 
typhoid was the cause of the fever. 

In two other cases it was found upon 
investigation that the nurse had recorded 
the quinine as being given, depending upon 
the orderly to give it. One patient had 
actually received one dose of ten grains and 
the other two at the time of investigation 
of the supposed failure of the treatment. 
They were given thirty grains of quinine 
daily and the temperature did not rise 
above normal in either of these cases at 
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any time after the first twenty-four hours 
during which they actually received the 
quinine. 

The fourth case was one in which the 
diagnosis was made by the laboratory man 
on one doubtful parasite found on one of 
the many blood examinations made. The 
patient continued to have irregular chills 
and fever for several weeks, although she 
was given as much as fifty or sixty grains 
of quinine daily for several days at a time. 
The chills and fever finally stopped without 
a diagnosis being made. 
malaria. 

During this period of six years, when the 
question of the effectiveness of the stand- 
‘ard treatment has been kept constantly in 
mind and resistant cases have been sought, 
he has been unable to find a single case in 
which the clinical symptoms were not en- 
tirely controlled within a period of four 
days by as much as thirty grains of quinine 
daily. So far as he has been able to ascer- 
tain, no such case has occurred in the large 
hospitals of New Orleans during the past 
year, during which time they have espe- 
cially been sought there. 

Although he is not prepared to say that 
such exceptional cases do not occur, they 
are at least so rare that he has not been 
able to find even one case. Therefore, so 
far as his own experience and observations 
go, the standard treatment is one hundred 
per cent effective in controlling the clinical 
symptoms of malaria. 


It was not 





The Revival of the Heart When Death 
is Impending. 

The Journal of the American Medical 
Association of June 23, 1923, in an edi- 
torial on this subject, states that in almost 
all of the discussions on this subject cer- 
tain aspects of fundamental importance 
seem to have been overlooked or forgotten. 
It is one thing to promote restoration of 
contraction in a quiescent cardiac muscle, 
and quite another problem to secure resti- 
tution of function in the organism as a 
whole—even when the entire circulation 
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and the respiratory activities are satisfac- 
torily established. The foremost reason 
for this seeming contradiction lies in the 
now well established consequences of lack 
of circulation in different organs and tis- 
sues. All of them are sure to suffer 
severely sooner or later from the anoxemia 
due to an interrupted circulation. Some 
structures, however, are damaged far more 
easily than others in this respect. Above 
all is the high susceptibility of the nervous 
tissues to permanent damage as a result of 
even temporary deprivation of oxygen. 

The central nervous system exhibits a 
difference in the nutritive requirement of 
its various parts. Different groups of nerve 
cells show unlike ability to resist complete 
anemia without losing their ability to re- 
vive. Macleod has summarized the exist- 
ing knowledge by pointing out the varying 
periods of time beyond which anemia can- 
not be extended without producing changes 
in the nerve cells that place them beyond 
recovery. For the cerebrum, eight minutes 
may suffice; for the cerebellum, medullary 
centers and spinal cord, thirteen, thirty and 
six minutes respectively. The great sus- 
ceptibility of the cerebral cells to lack of 
oxygen explains the ease with which con- 
sciousness is lost as the result of respira- 
tory failure or asphyxia. It also empha- 
sizes the all too little recognized fact that 
restoration of the circulation must be ex- 
ceedingly prompt if permanent damage is 
to be averted. Every minute literally 
counts in any effort to resuscitate an 
asphyxiated nerve cell, in contrast with a 
muscle, for example. And so it happens, 
unfortunately, that permanent mental de- 
fects sometimes ensue in case of poisoning 
with carbon monoxide from coal gas, water 
gas, or automobile exhaust fumes—a con- 
dition leading to virtual anoxemia because 
of the reduced oxygen-carrying power of 
the blood. Similar mental disturbances are 
said to have been observed for similar 
reasons in cases of severe pernicious 
anemia. 

It is sometimes taught that the heart, 
lungs and kidneys represent the three legs 
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of the tripod of life. Their function may 
at times be restored after a cessation. But 
life without the participation of the higher 
nervous system is at best the expression of 
a set of mechanical reflexes—a veritable 
brainless existence. Discriminative features 
are lost. Consequently, the hope engen- 
dered by the stories of revival of the heart 
by means of adrenalin will be futile unless 
it carries along a realization of the import- 
ance of quick action to save the nervous 
system as well as the other functions. 
Otherwise resuscitation, if it does occur, 
means little more than the temporary sur- 
vival of a mere automaton rather than an 
intelligent sentient creature. There need 
be no utter discouragement or rejection of 
the favorable response which a potent drug 
can elicit in critical circumstances, but it 
will be a futile response unless it is secured 
speedily. Herein lies the greatest limita- 
tion of the much lauded proposals for re- 
viving the moribund; from ‘here, too, 
arises the scientifically valid warning that 
precious seconds, not to say minutes, should 
never be wasted when resuscitation is at 
stake. This applies most emphatically to 
every condition in which, for any reason, 
the master tissues of the body are deprived 
of a well oxygenated circulation. 





Treatment of Hemorrhoids. 


Rowe, in the Lancet of June 16, 1923, in 
its columns on “Modern. Technique in 
Treatment,” states that the expression “ex- 
ternal piles” signifies a hematoma from 
rupture of a vein of the anal margin. The 
patient is probably right in attributing his 
malady to a sudden strain or effort. Clini- 
cally the condition is one of a rounded 
bluish prominence at the anal orifice. It is 
always exquisitely tender; soft at first, 
harder as thrombosis progresses. Gas or a 
local anesthetic should be given at once, 
and the apical third of the swelling snipped 
off with sharp scissors. Instant relief of 
pain follows. Under a dressing of 1 in 
40-60 carbolic lotion the wound soon heals. 

If the hemorrhoids have once appeared 


through the anal orifice local palliative 
treatment is rarely sufficient. In slighter 
cases this is worthy of trial, and in any 
event the patient generally demands non- 
radical measures in the first instance. 
Treatment consists in rest, if possible a 
week in bed, diet, laxatives, and local and 
internal medication. Diet should be re- 
stricted to milk only for the first two days, 
supplemented afterwards with bread, but- 
ter, milk-puddings, and later jelly, fish, and 
tripe. Eggs are inadvisable. The best lax- 
ative is a good teaspoonful of sublimed 
sulphur given in milk in the evening. If 
insufficient, pulvis glycerrhiza comp. may 
be added. Some patients do better on 
pulvis rhei comp., gr. xx. To anemic and 
nervous patients it is advisable to give iron 
and strychnine, and where there is cardiac 
insufficiency tr. digital., m. v. A supposi- 
tory once or twice a day is helpful; if 
hemorrhage is free, acid tannic., gr. v; ex- 
tract of hippocastani sicc., gr. 1/6; basis, 
ad circ. gr. xv. If irritation and discom- 
fort is the main symptom, extract of bella- 
donna, gr. %4; extract of hamamel., m. x; 
basis, ad circ. gr. xv, should be given. 

In ambulant cases the diet cannot be 
restricted to the same extent. An ointment 
of the same proportions as the supposi- 
tories may be dispensed in a collapsible 
tube to which a rectal pipe is attached. 
Fluid extract of hippocastanum (5 per 
cent), gtt. v-x, bid., a. c., may be pre- 
scribed. The ambulant patient should be 
instructed to wipe clean after defecation 
the protusion of mucous membrane, not 
with dry paper, but with soft paper previ- 
ously dipped into cold or tepid water. This 
detail makes a great difference to his com- 
fort at least. 

Contraindications for radical treatment 
are: (a) permanent venous stasis due to 
liver and heart affections; (b) postdysen- 
teric capillary piles. 

Indications are: failure of palliative 
treatment, considerable hemorrhage, pro- 
trusion, and strangulation. The method to 
be selected depends upon the surgeon’s per- 
sonal bias. The procedures in actual use 

















are: clamp and cautery, ligation, modified 
excision, and injection. To his mind, liga- 
tion or modified excision are the methods 
of choice. 

The clamp and cautery should be re- 
stricted to the case of strangulated piles, 
where it is employed as an urgent measure 
by some of the best authorities. Others 
wait until sepsis and sloughing have sub- 
sided, and proceed as in non-urgent cases. 

Rowe considers the injective treatment 
to be contraindicated in large, multiple, 
readily-bleeding or prolapsing piles. Its 
use should be restricted to such cases as 
present a single pile mass which causes no 
great trouble except for its occasional 
_escape from the anal orifice. It may also 
be selected when a general anesthetic is 
contraindicated. This method appeals to 
the patient because he need not remain 
quiet more than twenty-four hours, and 
because no general anesthetic is required. 
The method consists in the injection of 
20-per-cent carbolic acid in glycerin and 
water, by means of a dental or a similar 
syringe. Four to six minims of this solu- 
tion are injected through the base of the 
pile into its center. One pile only should 
be treated at a sitting. Probably two in- 
jections will suffice to thrombose any one 
pile. If too much is injected, sloughing 
and sepsis may ensue with considerable 
pain, to say nothing of the risk of septic 
thrombosis. When the thrombotic process 
is complete the pile remains represented by 
a fibrotic ridge or nodule which causes no 
inconvenience. 

Ligation gives very satisfactory results, 
especially in pedunculated or isolated pile 
masses. It consists in the reflection of the 
mucous membrane of the base of the pile, 
a transfixion of the exposed fibrovascular 
pedicle by a needle carrying a catgut liga- 
ture, and the ligation of the transfixed tis- 
sues. When the ligature is securely tied 
the pile is removed with scissors, leaving a 
stump to prevent slipping of the ligature. 

A combination of excision, ligature, and 
suture is the method usually employed in 
his practice. The patient lives on milk diet 
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mainly for a week before operation, tak- 
ing evening doses of sulphur sublimatum or 
of pulvis glycyrrhize compound. If possi- 
ble, the last two days are spent in bed on 
a diet of milk alone, an ounce of castor oil 
being administered at night, and a large 
simple enema next morning and evening, 
A “binding” dose of opium and catechu is 
unnecessary if the diet has been adhered to. 
The patient is anesthetized and placed in 
the lithotomy position and a wide area 
painted with iodine. The external sphinc- 
ter is dilated slightly to allow of a thorough 
irrigation of the anal mucous membrane 
with warm normal saline. 

It is sufficient to remove three, seldom 
four, of the largest piles, for the smaller 
piles disappear after operation. The prox- 
imal end of the pile ridge is marked by a 
pair of Spencer-Wells forceps applied 
vertically to the surface; the pile ridge is 
then clamped firmly by applying a long 
Kocher pattern forceps to its base, hori- 
zontally to the surface, and in a direction 
radial to the anus, like the long hand of a 
clock. The pile ridge is then separated, 
along with the Spencer-Wells forceps, flush 
with the upper border of the Kocher for- 
ceps, which remains grasping the base of 
the pile. The sections of thickened arte- 
rioles and venous spaces surrounded by 
fibrous tissue appear in the grasp of the 
forceps. A continuous suture of No. 1 cat- 
gut is applied by transfixing at intervals the 
base or pedicle by passing the needle be- 
tween forceps and anal wall, and bringing 
the loops over superficial to the forceps. 
When this suture is drawn tight and tied 
it assures complete hemostasis and approx- 
imation of the mucous membrane edges. 
The other piles are dealt with seriatim. 
The anal canal is carefully inspected for 
bleeding—the smallest degree of oozing 
must not be neglected—smeared with 
“bipp,” and the operation area is allowed 
to recede. Sterile gauze and a T-bandage 
are applied, and a %4-grain morphine sup- 
pository is given. No tube is inserted. 

As to dressings, he finds usually that the 
replacement of the gauze pad applied on 
the table suffices. Protrusion may recur. 
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A hot boric (or moss-bag) fomentation, 
backed by a rubber hot-water bottle, will 
relieve congestion, pain, and the prolapse, 
which should be smeared with sterile vase- 
lin or soft “bipp.” 

The diet ordered is milk only for the 
first two days, thereafter light diet after 
the first purgation. 

Purgation is regarded as an ordeal by 
the patient, who is generally agreeably sur- 
prised after the event. Castor oil 1 ounce 
is given on the third or fourth evening, 
depending on the abdominal flatulence, and 
a pill of colocynth and hyoscyamin on 
alternate evenings afterward, unless the 
patient prefers senna or some other mild 
laxative. 

Retention of urine seldom occurs when 
the morphine suppository has been given; 
a hot fomentation to the perineum with a 
hot-water bottle on the hypogastrium is 
usually effective, or turning on the hands 
and knees. 

The patient remains in bed for ten days, 


in his room for 14 days, and should spare 
another week for convalescence if possible: 
a total, 21 days. 

Apart from the efficacy of this method of 
operation, it has subsidiary advantages. 
The patient may return to work in three 
weeks. The first evacuation after operation 
is less painful than after other procedures. 
As regards permanency of cure, the linear 
scars tend to draw up the slack mucous 
membrane and anchor it to the muscular 
wall, so that prolapse does not recur. After 
six months three or four linear radial scars 
can be seen; the smaller incipient piles have 
disappeared, owing probably to the slight 
tightening of the mucous membrane be- 
tween the excised portions. 

There are, of course, innumerable well- 
known methods of operation. Rowe has 
confined .his remarks to a method modi- 
fied but slightly from that which during the 
war he found the most useful and speedy 
way of curing men sent to the base with 


piles. 





Surgical and Genito-Urinary Therapeutics 


Chronic Arterio-Mesenteric Obstruction 
of the Duodenum. 


TINKHAM (Boston Medical and Surgical 
Journal, March 22, 1923) observes that 
arterio-mesenteric obstruction is caused by 
an abnormal pressure on the duodenum by 
the mesentery and the superior mesenteric 
artery where the duodenum crosses the 
vertebral column behind these structures. 

While there may be many elements 
which enter into the complex etiology of 
this condition, it is evident that the potential 
factor in causing this obstruction is an 
abnormal position of the small intestine 
which not only produces an abnormal 
tension on the mesentery, but also changes 
the direction of the pull, making it more 
nearly parallel to the vertebral column. 

Enteroptosis, then, is the important direct 


etiological factor; the conditions which 
produce enteroptosis are primary. 

It has been maintained by many observers 
that the small intestine together with the 
cecum must be displaced into the pelvis in 
order to produce a pull on the mesentery 
which would cause obstruction of the duo- 
denum. While it is probably true that in a 
majority of cases the small intestine is 
prolapsed into the pelvis, duodenal obstruc- 
tion may be caused by an enteroptosis which 
does not reach the pelvis. 

Arterio-mesenteric obstruction is not a 
primary and independent pathological 
entity. It is always associated with some 
debilitating or enervating condition, and is 
often associated with other definite patho- 
logical lesions which may be factors in 
producing a general weakness. 

There are no symptoms which are 
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characteristic of this condition. As most 
of these patients are more or less neuras- 
thenic and many of them have other chronic 
disease such as cholecystitis, appendicitis, 
or disease of the female pelvic organs, it 
is not an easy matter to analyze the 
symptom-complex. 

In the more severe cases the suffering is 
referred definitely to the stomach, giving a 
train of symptoms very. similar to pyloric 
obstruction or chronic dilatation of the 
stomach. Such patients present definite 
symptoms of toxemia and malnutrition. In 
making a diagnosis #-ray examinations 
have not been materially helpful. 

Three of Tinkham’s cases have been 
_ relieved by a posterior gastro-enterostomy. 
One was benefited not at all by this opera- 
tion, but experienced some betterment by a 
duodenojejunostomy which was done later. 

As this condition is due primarily to 
systemic conditions which seriously inter- 
fere with normal metabolism, it is important 
that treatment be directed to improve 
general nutrition. This, with postural 
treatment to relieve the obstruction, will be 
all that is necessary to relieve a large per- 
centage of cases. Only cases which do not 
respond to medical treatment can be 
considered as requiring surgical interven- 
tion. 





Postoperative Swelling in the Upper 
Extremity. 


Hartshorn (Boston Medical and Surgical 
Journal, April 5, 1923) concludes his paper 
as follows: 

Postoperative swelling of the | upper 
extremity is caused in the majority of 
cases by.extension of cancer cells; pressure 
of scar tissue and tension on skin flaps; 
infection; trauma to axillary structures 
during dissection. 

It can largely be avoided by careful 
asepsis and hemostasis; incision so placed 
that on healing it will not exert pressure 
from scar tissue on the upper portion of the 
axillary triangle; elimination of trauma in 
the dissection of the axilla; the Halsted 
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method of suturing the upper and outer 
skin flap high in the axilla, thus giving a 
redundant skin area where most needed; 
care in postoperative treatment. The fore- 
arm supported by a sling should be placed 
at right angles to the arm. The binder 
across the arm and chest should exert little 
pressure. Passive motion should be com- 


menced early. A 





The Technique of Excising the 
Appendix, 


Van Hook (Boston Medical and Surgical 
Journal, April 12, 1923) thus describes his 
method : 

The appendix is held up by the right 
hand of an assistant, who uses a laparotomy 
pad with which to grasp it. With an artery 
forceps a catgut ligature is passed through 
the mesenteriolum close to the appendix. 
This ligature is snugly tied down into a 
groove made in the mesenteriolum by an 
artery forceps so applied that most of the 
mesenteriolum will be left after the appen- 
dix is separated from it. 

The appendix is now separated from the 
mesenteriolum by a knife-cut in a line al- 
most parallel with the former. Around the 
appendix a purse-string Lembert suture is 
passed through the cecal peritoneum, en- 
closing a circular area about two centi- 
meters in diameter. But this suture is tem- 
porarily left untied. The appendix is next 
grasped at its junction with the cecum with 
a Kocher’s six-inch forceps, and then by 
two other similar clamps placed one on each 
side of the first as close as possible to it. 
When all three have been firmly set, the 
middle one is removed, its handles having 
been set in a direction opposite to that of 
the other two. The effect of this procedure 
is, first, to squeeze almost all the fluids out 
of the appendix at the point where it is to 
be ablated, and second, to crush the organ 
so that it is very easly manipulated without 
the undue dissemination of its fluids about 
the field of operation. A large laparotomy 
pad is carefully laid about the appendix and 
close to the forceps. 
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-It is.at this moment that the appendix is 
separated from its base by a smooth knife- 


cut. This leaves, after removal of the 


appendix, the base of which is still in the 
grasp of an artery forceps, a simple mass 
of: flattened tissue projecting sufficiently to 
make easy the placing of a line of sutures. 
The sutures are placed with an ordinary 
sewing needle, whipping the stump over and 
over. The needle is passed through from 
two to four times, depending on the width 
of the stump. The suture is tied after it 
has been passed through as often as neces- 
sary. This method of whipping the sutures 
over and over closes the stump in such a 
way that, when the purse-string is tied, the 
occluding suture rolls into the interior of 
the bowel and can fall off into the intestine 
when it becomes loosened. 

Next, when the suture-ligature has been 
firmly tied the long ends are put into the 
right hand of the assistant with the injunc- 
tion that he shall do nothing, for the mo- 
ment, except hold the threads straight up 
in the air. They are “infected,” for the 
suture has been passed repeatedly through 
the base of the appendix. Now the operator 
thoroughly washes his gloved hands in a 
basin of bichloride of mercury solution, 
previously set near, and then in sterile 
water. or changes his gloves. Returning 
to the operative work the surgeon takes up 
the ends of the clean purse-string suture, 
makes the first loop of a knot in it and 
draws it up a little. Only at this moment is 
the thread held by the assistant cut off. 
The scissors used for the thread-cutting are 
set aside as infected, and the assistant 
washes his gloved hands in the same manner 
as did the operator, or changes gloves. 

The appendix stump is pressed into the 
cecum within the loop of the Lembert purse- 
string suture and the knot is closely drawn. 
A second knot makes all secure. 

Finally the stump of the mesenteriolum 
is carefully sutured to the end of the cecum 
in such a way that two purposes are, sub- 
served. One is that the suture burying the 
appendix stump is covered; the other that 
the stump of the mesenteriolum is so treated 
that its cut edge, devoid of peritoneum, is 


prevented from doing mischief by forming 
adhesions. To effect these purposes the 
edges of the fatty little stump of the mesen- 
teriolum are sutured by one or several in- 
terrupted fine stitches to the cecal wall, so 
that no unperitonealized surfaces are left 
free. The work can be made more perfect 
by placing these stitches in such a manner 
that, when tied, they are covered. 

Now one of the most important points in 
this mode of operating lies in this, that the 
first suture layer rolls into the interior of 
the bowel when the stump is pushed in, as 
already mentioned. When it is loosened 
there it falls off into the fecal stream. It 
cannot be pocketed as might be the case if 
it were outside the bowel. 

Hemorrhage cannot occur, because the 
stump has been tied by this suture ligature. 





Vascular Occlusion of the Mesenteric 
Vessels. 


TANKERSLEY (Virginia Medical Monthly, 
April, 1923) notes that 400 cases of this 
affection have been collected by various 
authors. Some of the cases are recognized 
and many others when recognized are not 
reported. Watson, after having had his 
attention drawn to the matter, found in the 
Boston City Hospital in one year eight 
cases. Of 1600 autopsies at the Johns 
Hopkins Hospital four cases of thrombosis 
were found which had given no symptoms. 

Welch and Mall have shown by constrict- 
ing mesenteric and anastomosing vessels to 
the point where but 1/5 of the normal cir- 
culation is maintained infarction can be 
induced. This brings us to the pressure 
exerted by the spasmodic contraction of the 
intestines, which would decrease the blood 
in that area, also the aid incident to lowered 
blood-pressure caused by decompensation 
from valvular lesions, myocarditis, arterio- 
sclerosis. Neiderstein’s experiments show 
as much as 8 to 5 cm. of gut may be sep- 
arated from its mesenteric attachment and 
collateral circulation will be ample, but be- 
yond 5 cm. gangrene will supervene. With 
3 cm. superficial necrosis occurs, and with 
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5 cm. necrosis and hemorrhage into the 
other coats. 

Cardiac disease, arteriosclerosis and re- 
cent operations are predisposing factors. 
Of course acute injury is always a factor 
to be considered. Pain is very severe and 
colic-like, usually generalized in the ab- 
domen, though it may become local later. 
If peritonitis sets in, it may again become 
general or local. In the author’s cases 
nausea and vomiting did not set in till late. 
When vomiting does occur, it is first bile 
and the contents of the stomach; later it 
may become fecal. Obstipation is the rule 
and, when the bowels are moved by means 
of an enema, frequently small amounts of 
. blood may be found in the stools. This is 
not indicative but suggestive, always bear- 
ing in mind that blood may be found asso- 
ciated with obstruction, intussusception, to- 
mors, etc. Tenderness of the abdomen and 
muscle rigidity are always present, and fre- 
quently may be localized over the involved 
area or mid-abdomen. Distention gradually 
develops, and occasionally a small mass may 
be felt in the abdomen. The temperature 
is no guide, it usually falls at first and then 
gradually rises as peritonitis develops. This 
is true also of the leucocyte count; as the 
peritonitis commences, the white count 
rises. Shock is considerable in these cases, 
and seems to be greatest with the initial 
onset of the pathology. 

In this relation McGuire (ibid.) reports 
two cases and quotes Flint’s record of 58 
cases in which more than four fect of small 
bowel had been removed. Of these cases 
forty-nine survived operation. The greatest 
length resected was in a case of strangulated 
hernia reported by Brenner in which over 
twelve feet were removed. This patient 
died two and a half years later of inanition. 
Zenas concludes from the results of experi- 
ments on animals that it is possible for a 
man to live even though as much as one- 
third of his intestinal tract has been sacri- 
ficed. In the two cases reported by Mc- 
Guire seven feet four inches of small bowel 
were removed in the first case and four 
feet six inches in the second. They both 
made uneventful recoveries. The dominant 
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symptom in the first case was agonizing 
pain with no tenderness or distention. The 
diagnosis was made at operation. The 
bowel was found gangrenous. Pain was 
the major symptom of the second case, 
without either distention, tenderness, or 
rigidity, neither could a tumor be felt. The 
diagnosis was made at operation, the bowel 
having become gangrenous. Resection and 
end-to-end anastomosis was done in each 
case. 

The question of palliative or operative 
treatment requires the most careful consid- 
eration. The mortality rate seems to be 
almost as high in one as in the other. With 
early diagnosis of the condition we will 
offer our best chance to the patient by 
surgical interference. Where the symptoms 
come on gradually there is a chance of pos- 
sible recovery by complete rest to the intes- 
tines, supportive measures, saline, glucose 
and opiates, and hot applications to the ab- 
domen. On the continent, where they seem 
to have given this subject more attention 
than here, the Germans advocate diuretin. 
Jaschke, of Berlin, says it is important to 
give digitalis before operation, especially if 
there is doubt of the heart action. In his 
experience, getting patients up early has 
reduced thrombosis one-half and emboli 
one-third. 





One-child Sterility. 


MacomsBer (Boston Medical and Surgical 
Journal, May 10, 1923) bases his contribu- 
tion on the records of 76 such cases. Sixty- 
one were female sterilities, nine male steril- 
ties. In six the trouble was on both sides. 

In view of the fact that there seems to be 
a pretty general impression among the pro- 
fession that once fertile, always fertile, it 
may be somewhat of a surprise to learn 
that 20 per cent of these cases showed trou- 
ble with the male. This percentage should 
be much larger, perhaps even as high as 40 
per cent, the reason being that many male 
sterilities would first consult a genito-urin- 
ary surgeon and would never come to the 
attention of the gynecologists. The causes 
of trouble on the male side in the small 











“ep mainte errr 


ARs hag ania prepreg M AR H SArC 


IRATE SRG A ig 


See ee seen 








742 THE THERAPEUTIC GAZETTE 


series of one-child sterilities studied are 
three—first, congestion; second, cases in 
which there is systemic disease; and third, 
cases of physiologically lowered fertility. 
Practically speaking there are no acute in- 
fections, such as gonorrhea, which play an 
important part in the etiology of male ster- 
ilities in general. 

There is one group which includes cases 
of systemic disease which had presumably 
appeared since the previous pregnancy. In 
a way these cases might be classed with the 
third group of lowered fertility, the only 
difference being that in these the specific 
cause for the lowering of fertility is appar- 
ent. There were two cases of diabetes and 
one of syphilis. The remaining nine cases 
could only be classed as physiologically 
lowered fertility as shown by abnormalities 
of the spermatozoa. The sedentary life and 
business worry of modern city life are two 
of the most important exciting causes. 

These cases are often of rather low fer- 
tility constitutionally, and although general 
physical examination is as a rule negative 
there may be some of the stigmata of 
underdevelopment as with similar cases in 
the female. On local examination it is not 
infrequent to find the testicles small and 
lax, though this is often a purely temporary 
condition. Examination of the semen 
shows decreased number of the spermatozoa 
together with decreased vitality. There are 
often spermatozoa with smaller heads than 
normal or showing variations in shape and 
size. The semen may also contain abnor- 


mal elements, such as excess of the so-- 


called starch bodies, leucocytes, red blood 
cells, or mucus. The presence of these ab- 
normal elements may mean only a simple 
congestion of the prostate, but where the 
amounts are excessive, and particularly 
where the number of leucocytes is large, 
the probability is that there is also an in- 
fective process. 

With normal couples the first child after 
marriage is almost without exception con- 
ceived after from three to six months, or 
earlier, and not infrequently in spite of the 
use of some preventive method. With 
these patients the single conception that has 


taken place has usually occurred after one 
or two or more years of married life. They 
often give the history that it occurred after 
a vacation or when in particularly good 
physical condition from one cause or an- 
other. 

There were in all 66 cases in which the 
sterility could be laid in whole or in part 
to the female. As would be expected the 
causes of these sterilities were the same as 
for female sterilities in general. First, there 
was the inflammatory group, which included 
closed tubes, tubercular tubes, endocervi- 
citis, and endometritis. It comprised 30 per 
cent of the total. Second came the conges- 
tive group, and here were included displace- 
ments such as retroversion, new growths 
such as fibroids, lacerations, and simple con- 
gestion. This group made up 23 per cent 
of the total. Third was the developmental 
group, consisting chiefly of cases of so- 
called anteflexion, but including also dou- 
ble uterus and infantile uterus. The total 
here was 24 per cent. The last group, 
called the ovarian group by the author, in- 
cluded cases in which the ovaries were filled 
with retention cysts or with retained cor- 
pora lutea, and cases in which age, diet, etc., 
had affected the ovarian function. This 
group made up 23 per cent of the total. 

This method of classification is a useful 
one and furnishes us a convenient method 
of comparing one-child sterilities with ster- 
ilities as a whole. The differences in per- 
centages are quite striking. For instance, 
group one, theinfection group, becomes 29 
per cent as compared with 30 per cent, prac- 
tically unchanged; but group two, the con- 
gestive group, becomes 55 per cent as 
compared with 23 per cent, more than 
double. The third, or developmental group, 
naturally shrinks to nothing, since all these 
cases have had at least one full-term preg- 
nancy; and likewise the ovarian group is 
reduced from 23 to 15 per cent. Keeping 
in mind that these figures are not to be 
interpreted too closely because of the small 
numbers and the broadness of the classifi- 
cation, still the author thinks it is very 
striking how the second group has increased 
in size. When the various elements which 
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make up this group are analyzed it will be 
seen that lacerations of various degrees 
make up nearly one-half of the total 55 per 
cent, and the rest are mostly cases of con- 
gestion associated with subinvolution or 
great relaxation of the pelvic supports. The 
differences found between one-child steril- 
ities and sterilities in general are, as might 
have been anticipated, largely the result of 


the fact that these patients have been sub- | 


jected to the accidents and after-results of 
labor. 

The prognosis of one-child sterility in 
the female is on the whole better than for 
sterility in general; and when infected or 
closed tubes are excluded becomes very 
_good indeed. 

The treatment is of course symptomatic 
—or rather varies according to the diag- 
nosis. For the various lacerations, displace- 
ments and pathologic conditions in general, 
the special treatment required is obvious. 
For congestion the principal thing is to re- 
move the cause and then with long-con- 
tinued depletion relieve the effects already 
produced. The treatment of lowered fer- 
tility in the female is not so plain. In 
general it follows the lines laid out for the 
male and includes attention to diet, exer- 
cise, and rest, or in a word anything which 
will improve general condition. Because 
of the necessity for the function of men- 
struation the anemias, even of slight de- 
gree, are much more important than in the 
male, and should always be considered in 
the treatment of any lowered fertility. 





Congenital Syphilis as a Factor in Joint 
Disease. 


Roserts (American Journal of Surgery, 
May, 1923) states that there is no room for 
doubt that many joint cases that are pro- 
nounced tuberculous are syphilitic, and that 
the term of treatment is unnecessarily pro- 
longed because mercurials or arsenicals are 
not administered. It may be unreasonable 
to expect men who have for years com- 
placently followed the teachings of Cheyne, 
Senn and the pioneers of orthopedic sur- 
gery in their diagnosis of chronic destruc- 
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tive joint lesions to appreciate the probable 
presence of spirochetal infection in these 
conditions, especially as the text-books of 
the day contain very little on any form of 
congenital syphilis and nothing at all of 
modern knowledge on the subject. 

Warthin reports three cases of congeni- 
tal syphilis which died from salvarsan 
poisoning, in which the treatment had ap- 
parently not in the slightest degree affected 
the number of spirochetes. In two of these 
the tissues throughout the body were 
swarming with them. Death was due to 
toxic action on the renal epithelium. He 
also found that spirochetes could be pres- 
ent in enormous numbers in the tissues of 
congenital syphilitics without producing 
tissue changes. He found spirochetes at 
autopsy in cases with acquired syphilis 
which had been under a treatment suffi- 
ciently effective to yield negative Wasser- 
mann reactions. He does not believe nega- 
tive Wassermann reactions can be taken 
as indicating the absence of syphilitic in- 
fection. This, he says, is particularly true 
of congenital syphilis and gumma of the 
brain. Blaschko agrees with this view and 
says that in congenital syphilis only about 
fifty per cent of the cases give a positive 
reaction. De Buys and Loeber reported 
106 consecutive negative Wassermann re- 
actions of clinically syphilitic children. 
Osler mentions that so small a thing as 
vaccination may be sufficient to light up an 
inherited syphilis. Minninger relates the 
precipitation of profound symptoms in a 
previously latent neurosyphilis by an at- 
tack of influenza. Duke reports several 
cases illustrating the effect of intercurrent 
infections, and it is common experience 
with most of us to have parents relate a 
history of trauma preceding bone or joint 
lesions of syphilitic origin. 

Dufour reports ten cases of arthritis 
deformans in syphilitics, and Dupont re- 
corded 18 cases of syphilitic arthritis com- 
pletely cured by antiluetic treatment, nearly 
all of which had been mistaken for tuber- 
culous, gonococcal or rheumatic arthritis. 
In about 100 syphilitic Mohammedans ex- 
amined by Lacapers and Laurent ten per 
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cent had joint involvement. Broca relates 
that of 20 cases of knee-joint disease sent 
to him for an opinion with a diagnosis of 
tuberculosis, 19 were due to syphilis. Bar- 
daro says that in his experience he has 
found articular rheumatism of syphilitic 
origin more often than that from tubercu- 
losis and gonorrhea combined, adding that 
modern science has demonstrated that 
many forms of chronic rheumatism, from 
the monarticular to deforming arthritis and 
rhizomelic spondylitis, may yield to thor- 
ough treatment as for syphilis.. He reports 
several cases in support of his belief. Ca- 
ronia found that in 70 children with lesions 
of the spine and other large joints 72.3 per 
cent had inherited syphilis. In 1100 au- 
topsies Clark found gross joint lesions due 
to syphilis in 8 per cent, and tuberculous 
lesions in four-tenths of one per cent. 

An unbiased consideration of the evi- 
dence supplied by recent literature forces 
the conclusion that congenital syphilis is so 
often a factor in the development of bone 
and joint lesions that it cannot with im- 
punity be ignored, even though the Was- 
sermann reaction may be negative. The 
therapeutic test appears to be the only 
means at hand at the present time to de- 
termine the question of syphilitic taint, and 
if an experience with a variety of condi- 
tions to be seen in an orthopedic clinic is a 
criterion of its usefulness, the results of 
its routine use will be found not only 
satisfactory but in many cases gratifying 
beyond expectation. 





Ulcer of the Stomach and Duodenum. 


Jupp (Minnesota Medicine, May, 1923) 
notes that ulcers of the stomach and duo- 
denum differ in many respects from those 
in other regions. Just why these ulcera- 
tions are peculiar to this segment of the 
gastrointestinal tract has not been satis- 
factorily explained, although certain ele- 
ments are found in these tissues and in the 
secretions which are not found elsewhere. 
Perhaps the most striking feature is the 
character of the secretion of the glands of 
the gastric mucosa. This irritating, erod- 


ing acid fluid must be a factor in the devel- 
opment of the chronic ulceration at least, 
if not in its inception. Inasmuch as the 
mucous membrane of this part of the tract 
is constantly exposed to this fluid, but is 
not affected by it under ordinary circum- 
stances, it is likely that trauma or infec- 
tion occurs to produce a break in the epi- 
thelium before the juices have any effect on 
the tissues. Hyperacidity, caused by func- 
tional disturbance in the stomach, even 
though it existed for a long time, would 
not result in ulceration unless accompanied 
by another factor. Patients with very high 
percentage of acid in the gastric juices are 
not more prone to this ulceration. 

Trauma to the lining of the stomach, 
resulting from indiscreet choice of diet and 
improperly masticated food, has been as- 
signed as an etiologic factor in the forma- 
tion of these lesions, and while this must 
be taken into consideration, it is neverthe- 
less evident that trauma is not essential to 
the formation of ulcers. We have sufficient 
evidence to prove that a peptic ulcer may 
form and progress during the time that a 
strict dietary regimen is being carried out 
and when there is no possible chance of 
trauma. In performing secondary opera- 
tions on such patients, we have on several 
occasions found new ulcers, and old ones 
which had evidently greatly increased in 
size. These secondary ulcerations have 
been found in certain cases in which a 
gastroenterostomy had been performed, and 
in spite of the fact that the anastomosis 
apparently functioned well. New ulcers 
have also been found in patients who, be- 
tween the first and second operation, were 
under strict medical regimen. Some per- 
sons have an idiosyncrasy for ulcer forma- 
tion, because, in some cases observed, ul- 
cers continued to develop, regardless of 
treatment. Fortunately, such patients are 
few. It seems probable that it is this type 
of ulcer which has led certain surgeons, 
especially in Europe, to advocate radical 
operations for ulcer of the stomach and 
duodenum. 

Infection undoubtedly plays some part in 
the formation of ulcers, but it is difficult to 











explain just why the bacteria select the tis- 
sues of the stomach and duodenum in par- 
ticular, unless the organisms have a selec- 
tive affinity, or unless the vessels in this 
portion of the stomach are end-vessels and 
do not anastomose, so that there is no es- 
cape for the bacteria if they once enter 
the vessels. The presence of.such end- 
vessels would seem to offer a favorable 
condition for embolism and thrombosis. 

Acute hemorrhagic ulcers have been pro- 
duced experimentally in the stomach and 
duodenum in several ways, but especially 
by introducing organisms into the circula- 
tion. The same result has been accom- 
plished by feeding certain substances by 
mouth, but ulcers have not been produced 
‘which resemble the chronic lesion seen 
clinically in man. The experimental ulcers 
are small multiple lesions and heal prompt- 
ly of their own accord. There is a certain 
group of cases of acutely bleeding ulcers 
which are not considered surgical. These 
patients, having had little, if any, indication 
of ulcer previously, usually have sudden, 
severe hemorrhage from the stomach. In 
some instances the stomach was opened, 
but the ulcer was not found, even though 
the stomach was full of blood clots. Un- 
doubtedly ulcers were present in these 
cases, although they were too small to be 
discerned. In view of this experience it 
is now believed that many of these patients 
suffer from small hemorrhagic ulcers, pos- 
sibly very similar to those produced ex- 
perimentally in animals by infecting the 
blood stream. With this in mind, we have 
recently treated acute hemorrhagic cases by 
clearing up all foci of infection and by 
general measures, and have not operated 
for ulcers. 

Lesions of the duodenum are of two dis- 
tinct types. In one the lesion is a true 
ulcer with a crater and with destruction of 
the mucous membrane and induration of 
the surrounding tissues. This can be read- 
ily picked up and felt as a crater ulcer. 
In the second type the characteristic fea- 
ture is a localized inflammation. The tis- 
sues around the ulcer are edematous and 
congested. Sometimes the edema and 
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swelling are sufficient to change the tissues 
so that thickening can be felt in the wall 
of the duodenum. At other times no lesion 
is felt as the duodenum is lifted, but a lo- 
calized stippling results from handling the 
area. 

The clinical symptoms of ulcer of the 
duodenum are usually clear-cut and defin- 
ite; generally a diagnosis can be made with 
a degree of certainty from the history. This 
is not always true of ulcer of the stomach. 

There is some question as to the value 
of the chemical analysis of the gastric con- 
tent and the knowledge gained from the 
motor meal in making a diagnosis. The 
Roentgen ray has gradually become the 
most important factor in making such diag- 
noses. The examinations, however, must 
be made and interpreted by an expert or 
the readings are likely to be misleading. 

The clinical course of a case of ulcer is 
characteristic. Generally, in the beginning 
of the trouble the symptoms are present in 
the spring and fall, with complete remis- 
sion during the summer and winter. It is 
not unusual for the symptoms to continue 
in spite of rigid treatment during the active 
season and then to disappear regardless of 
indiscretions. 

Some of the most conclusive evidence in 
support of the value of the medical treat- 
ment of ulcer comes from necropsy records. 
We are constantly seeing more of the so- 
called healed ulcers of the duodenum in 
cases in which there was no clinical evi- 
dence of an ulcer during life. This would 
seem to prove that the ulcers are not only 
common, but that spontaneous healing often 
occurs. 

In many cases the symptoms disappear 
almost as soon as treatment is instituted, 
and in some the symptoms do not reappear 
when treatment is dispensed with. In cer- 
tain cases, as soon as the regimen is discon- 
tinued and the patient returns to his normal 
diet, there is recurrence of the symptoms. 
This should be an indication for operation. 
Whether medical or surgical treatment is 
to be instituted in the beginning will be de- 
pendent on several factors. An ulcer caus- 
ing obstruction, or a chronic, bleeding ulcer, 





alee a i St, ip nee a gm ae eet : 


$9 woecat psi. -meannnemtgnindly 


srs apenas e tet 





aera yoo 


aay 








746 THE THERAPEUTIC GAZETTE 


is sufficient indication for operation. Gen- 
erally, if the ulcer is in the stomach, opera- 
tion is advisable. Any patient with duo- 
denal ulcer who is not doing well under 
medical management should be operated on. 

The surgical management of an ulcer of 
the stomach should always include removal 
of the ulcer. If the ulcer is small, it should 
be excised and a gastroenterostomy per- 
formed. It is necessary to perform a gas- 
troenterostomy in excising gastric ulcers 
in order to maintain proper peristalsis in 
the stomach. Complete inability of the 
stomach to empty may result from excision 
of an ulcer from the lesser curvature, even 
when the ulcer is at some distance from the 
pylorus. If the ulcer is large, and espe- 
cially if it has a posterior attachment, as is 
often the case, it is best to perform a 
sleeve-resection, taking a part of the greater 
curvature, even though it is not involved. 
This will maintain normal peristalsis and 
gastroenterostomy will not be necessary. 
If the ulcer is near the pylorus it is often 
best to perform a pylorectomy, to complete 
the anastomosis by end-to-end suture or by 
closing the ends, and to perform a gastro- 
enterostomy. The principle in the surgical 
treatment of gastric ulcer is to remove 
completely the ulcerated area and to estab- 
lish the continuity of the gastrointestinal 
tract as simply as possible. A gastroenter- 
ostomy alone in these cases leaves the possi- 
bility of malignancy, and, furthermore, 
one-third of the patients will not be relieved 
by gastroenterostomy. 

The surgical treatment of duodenal ulcer 
is somewhat different from that of gastric 
ulcer. In the first place, it is not necessary 
to consider the possibility of present or 
future malignancy. If the ulcer is in the 
free portion of the duodenum so that a tech- 
nically accurate excision can be made, the 
operation of choice is complete removal of 
the ulcer and restoration of the duodenum. 
This is a simple and safe procedure. In 
excising a duodenal ulcer it is not necessary 
to perform a gastroenterostomy. If the 
stomach is large with a tendency to spasm, 
then not only is the ulcer excised, but the 
sphincter at the pylorus divided, in order 


to enlarge the pylorus and overcome the 
spasm. If the duodenum is not free and 
cannot be mobilized so that the ulcer may 
be accurately excised, a gastroenterostomy 
alone should be performed. 

Few operations have given better results 
than gastroenterostomy, and its use should 
be continued in many cases. Before per- 
forming a gastroenterostomy it is essential 
to determine positively that an ulcer is the 
cause of the trouble. If operation is per- 
formed, accurate technique in suturing the 
mucous membrane of the stomach and in- 
testine should be employed. There is no 
operation in which accurate technique is 
more essential. A few patients may secure 
unsatisfactory results in spite of all care, 
but most of them will be completely and 
permanently relieved. 





Myringotomy from the Standpoint of the 
Pathology of Early Otitis Media. 
ALDEN (Journal of the Missouri State 
Medical Association, May, 1923) observes 
that myringotomy, or incision of the tym- 
panic membrane, is a minor surgical proce- 
dure too often undertaken without careful 
consideration being given to the indications 
or possible end-results, Given the indica- 
tions, this operation, when performed under 
the proper surgical conditions by one who 
is trained in this special field, is devoid of 
danger and almost without exception suc- 
cessful. However,’ when unskilfully or 
carelessly performed the results are often 
disastrous not only to the hearing but in 
some cases even to the life of the patient. 
Not so many years ago it was the custom 
to allow the inflamed ear-drum to rup- 
ture spontaneously. Experience, however, 
taught that in acute suppurative otitis media 
tympanic incision greatly reduced the num- 
ber of mastoid complications. The pendu- 
lum of opinion has swung to the other 
extreme until nowadays ear-drums are 
often opened on the mere suspicion that 
there may be pus present or that the ears 
are the cause of the continued fever in the 
absence of other positive findings. Indeed 
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it is the custom in many ear and pediatric 
clinics to open “every red ear-drum at 
once,” and unfortunately many postgradu- 
ate students in these specialties are going 
out into practice believing that by adher- 
ing firmly to this dictum they are conserv- 
ing the health and life of their patients. 

Practically all suppurative processes of 
the middle ear arise as complications of 
acute or chronic inflammatory conditions 
of the upper respiratory tract, more par- 
ticularly in the pharyngeal vault, and the 
path of infection from the pharynx to the 
ear is always the same, through the 
Eustachian tube. 

When the mucosa lining the pharyngeal 

end of the Eustachian tube becomes in- 
~ flamed, the cell reaction is the same here as 
elsewhere in the body—that is, congestion 
and swelling. If this swelling is sufficient 
to prevent the opening of the tube during 
swallowing or mastication, the tube fails to 
perform its function and there is a dis- 
turbed air-pressure equilibrium in the 
auditory apparatus. The oxygen in the 
middle ear is soon absorbed, with the re- 
sult that the pressure is less in the middle 
ear than on the outside of the tympanic 
membrane. This causes the drum to be 
forced inward by the pressure of fifteen 
pounds per square inch in the external 
canal. In this condition the handle of the 
malleus appears to be foreshortened and 
the prominence of the short process of the 
malleus is accentuated. This negative 
pressure in the middle ear causes a suction- 
like action on the blood-vessels supplying 
the lining mucosa and tympanum, and they 
rapidly become engorged and swollen. This 
is perceptible on the external surface of the 
drum and is especially noticeable in the 
larger vessels along the handle of the mal- 
leus and two lateral ligaments. The radiat- 
ing capillaries on the drum surface always, 
though usually to a less extent, show the 
same phenomenon. This is the red, re- 
tracted drum. At the same time the fluid 
contents of these small vessels begin to pass 
through the walls and collect in the floor 
of the middle-ear cavity as a transudate. 
This is the first stage of otitis media and 
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has been well termed the negative pressure 
stage. 

In this stage the middle ear and its 
contents are sterile, and incision of the 
drum at this time is only to invite infection 
from the outside. Adrenalin applied to the 
pharyngeal end of the tube, an ice-bag to 
the external ear to relieve congestion, and 
adequate medication to the inflamed pharyn- 
geal vault, will often cause the tube to open 
with prompt recession of the symptoms. 
All treatment and manipulation should be 
carried out in such a manner as to produce 
no increased irritation in the already swol- 
len and inflamed tissues. 

The pain in this stage is usually described 
by the patient as a “stopped-up feeling” 
or a “drawing sensation.” Rarely is it of 
a throbbing type. The hearing is, as a rule, 
only slightly reduced. Fever due to the 
ear at this stage is rare in adults, though 
children may show an elevation due to the 
concurrent nasopharyngeal disease; leuco- 
cytosis, if present, is not due to the ear 
condition. The duration of this stage is 
variable, being dependent usually upon the 
relative virulence of the infection. Where 
the streptococcus is the causative agent, 
the entire process, from its incipiency to a 
fully developed otitis media with pus in 
the middle ear and a red bulging drum, 
may require only a few hours. However, 
when the infecting organism is of a lower 
order of virulence, this first stage may last 
for as long as twelve to twenty-four hours, 
thus allowing time for adequate treatment. 

The transition from the first stage to the 
second stage is a gradual one and no sharp 
line of demarcation can be drawn between 
them. The process is progressive, and the 
symptoms, objective and subjective, are 
dependent upon the increase in amount and 
the change in character of the transudate 
in the middle ear. As this fluid increases 
in quantity the air pressure in the ear 
changes from negative to positive, the 
tympanic membrane is gradually . forced 
outward, the handle of the malleus is 
pushed forward, the prominence of the 
short process of the malleus is diminished 
and finally lost, and the drum bulges into 
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the external auditory canal. At the same 
time the transudate in the ear becomes in- 
fected and changes from serum into pus, 
the return blood supply is shut off by pres- 
sure, the small vessels become thrombotic, 
and there is often ecchymosis into the 
mucosa of the ear cavity and the drum. 
The character of the pain becomes lanci- 
nating, due to the pressure upon the nerve 
endings of the middle-ear mucosa, and 
there is usually more or less elevation in 
temperature. Leucocytosis is the rule, 
varying from 7000 to 15,000, and the per- 
centage of polynuclears is a fair index to 
the virulence of the infection. This is the 
second stage of acute suppurative otitis 
media, and it is now that incision of the 
drum is indicated. 

There is one exception to the dictum 
that a red bulging drum should be incised. 
This is in a condition which may be called 
acute interstitial myringitis. Here the 
drum presents a dark-red, circumscribed 
bulge, usually in the inferior half, and the 
upper landmarks are often still present. 
This change consists in a separation of the 
layers of the drum with the formation of 
a bleb on the external surface of the drum, 
the contents of which are usually hemor- 
rhagic. This phenomenon is, as a rule, a 
complication of some very acute upper 
respiratory tract infection, more particu- 
larly influenza, though little is known of 
the mechanics leading to its production. 
The pathology here is limited to the drum 
itself, the middle-ear cavity remaining un- 
involved. The treatment should consist in 
puncture of the external bleb, care being 
taken not to disturb the posterior surface 
of the drum. This procedure usually re- 
sults in a rapid cure. 

In earlier years the surgical opening of 
the tympanic membrane was called para- 
centesis, and consisted in a puncture of 
the bulging surface of the drum which al- 
lowed the pent-up fluid to escape. This 
term paracentesis with all that it signifies 
has unfortunately persisted in medical lit- 
erature and practice. When a tympanum 
is to be opened it should be done by a care- 
fully placed incision performed under con- 


ditions favorable to asepsis. In order that 
this may be accomplished, perfect control 
of the patient during the operation is of 
the utmost importance, for a sudden move- 
ment on the part of the patient while the 
knife is in the middle ear might result in 
displacement of the footplate of the stapes 
or even perforation of the promontory. 
In all patients except very young children, 
nitrous oxide is the anesthetic of choice. 

A drum that has been properly incised 
rarely needs reincision. This subject has 
been well presented by Kopetzky and 
Schwartz. 

The writers contended that paracentesis 
or repeated paracentesis could not prevent 
or cure operative mastoiditis. Only in 
young infants could reincision of the 
drumhead be logically employed, and this 
because of the rudimentary and undevel- 
oped mastoid process. Bearing in mind 
this one exception, their contention found 
further support in a study of the pathology 
of mastoiditis, the mode of infection, and 
the clinical course of acute purulent otitis 
media. Did one but visualize the stages 
and evolution of the pathological lesion in 
every case as it was presented to him, the 
chances of misjudging the necessity of re- 
peating incision of the drumhead would be 
lessened. Too often the clinician does not 
do this. It was of no avail to repeatedly 
incise a drumhead to evacuate pus and to 
attempt to prevent an operation on the mas- 
toid process in the type of case whose 
clinical history, bacterial flora and general 
aspect were such that one was reasonably 
certain that it fell within the group-type 
termed “hemorrhagic mastoiditis.” In this 
type the infection was not walled off as in 
the coalescent type, but the dilated blood- 
vessels rapidly carried the infecting organ- 
isms throughout the mastoid and, unless the 
process was promptly and _ completely 
checked, even further, into the sinus, 
meninges, and brain. This form had been 
rightly called the dangerous form of mas- 
toiditis, and its. prompt recognition was 
imperative for the preservation of the 
patient’s life. Yet, strange as it might 
seem, it was this type that was most fre 




















quently overlooked by the attending phy- 
sician. The patient complained of pain in 
the ear, and there was a high temperature, 
103° or 104°. Paracentesis was promptly 
and properly performed, a free incision 
being made into the membrana tympani. 
Much to the surprise of the attendants on 
the case, there was only a slight seropuru- 
lent discharge from the middle ear, the 
temperature had again gone up, and the 
patient was distinctly ill. There might be 
slight mastoid tenderness, not sufficient to 
occasion alarm. Another paracentesis was 
performed, then, perhaps a day later, 
another., In the meantime the mastoid in- 
fection had continued unchecked, and com- 
_plications with symptoms referable to the 
sinus and meninges put in an appearance. 
A slight discharge from incision of the 
membrana tympani might mean not an in- 
sufficient opening, but a virulent infection. 
When, after the delay occasioned by the 
attempts to cure the mastoid disease by re- 
incisions, the patient finally came to the 
operation the disease might be far ad- 
vanced, with marked destruction of the 
mastoid structure, and the drum might be 
shredded or practically destroyed. A large 
number of their cases of chronic suppura- 
tive otitis media traced their origin to an 
acute attack where repeated paracenteses 
were performed. Many were now in such 
a condition that they could not be cleared 
without the radical operation. There were 
others where the drum membrane had 
healed and the middle ear was dry. The 
multiple scars were frequently adherent to 
the middle-ear structures, and there was 
loss of mobility of the ossicles, resulting in 
marked impairment of hearing and tinnitus. 

In the light of these facts, when one 
visualizes the stages of this disease in its 
evolution from a simple irritation at the 
pharyngeal end of the Eustachian tube to 
a full-blown suppurative process, certain 
conclusions seem to be warranted. 

Neither the color of the drum nor the 
configuration of its external surface should 
be used alone as an index of the stage of 
the ear disease, but taken together and in 
conjunction with other symptoms, tempera- 
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ture, character of the pain, leucocytosis, 
etc., a decision for or against incision based 
upon sound scientific reasoning should not 
be difficult. 

Perfect control of the patient obtainable 
only by some form of general narcosis is 
essential to proper performance of the 
operation. 

Paracentesis should not be done except in 
acute interstital myringitis; all other open- 
ings should be incisions, not stabs. 

Reincision of a properly opened drum 
membrane is rarely necessary. If the tem- 
perature and other symptoms persist after 
an adequate primary opening has been 
made, a careful scrutiny of the ears for 
possible mastoiditis or intracranial compli- 
cations is imperative. 





Prevention of Congenital Syphilis. 


SEQUEIRA (Lancet, May 5, 1923) holds 
that congenital syphilis can be prevented: 

1. By early and complete treatment of 
every case of acquired syphilis both in the 
male and female. 

2. Marriage should be forbidden until a 
condition of non-infectivity has been at- 
tained. From experience he is of opinion 
that this obtains if a person has had ade- 
quate antisyphilitic treatment, and is free 
from all clinical evidence, and whose blood 
has been negative for two years. Some 
observers would also include an examina- 
tion of the cerebrospinal fluid. There re- 
main some cases in which the patient has 
had antisyphilitic treatment over a long 
period and the blood persistently gives a 
positive W. R. In such cases there can be 
no certainty, and the risk, though possibly 
slight, must be explained to the patient. 

3. It would be advisable to obtain a W. 
R. in every prospective mother, bearing in 
mind the special points mentioned above. 

4. Every mother who has a positive W. 
R. and whose clinical history, or history of 
miscarriages, still-births, or of syphilitic 
children, shows that she is syphilitic, should 
receive antisyphilitic treatment during each 
subsequent pregnancy. If the treatment is 
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thorough such pregnancy will certainly re- 
sult in the birth of a healthy child. Special 
stress should be placed on each subsequent 
pregnancy, as a healthy child may be born 
as the result of treatment during one preg- 
nancy, but subsequently an infected child 
may be born owing to reliance being placed 
on the previous treatment. 

5. Every infant born to a syphilitic 
parent should be examined by the W. R. 
at regular intervals up to the second year. 

6. With the view of preventing the de- 
velopment of late congenital syphilis the 
author has been in the habit of examining 
as far as possible all the children of a 
syphilitic parent by the W. R., and has thus 
been able to discover a large number of 
cases in which disease has been latent and 
unrecognized. 





So-called Chauffeur’s Fracture. 


STEPHENS (California State Journal of 
Medicine, March, 1923) states that many 
of these cases are typical Colles’ fracture— 
i. e., the form of break which occurs from 
falling on the outstretched hand. Most of 
these fractures are of minor importance; 
the commonest is the break of the radio- 
styloid process, simple in its aspect when 
the small fragment is not displaced, but 
important when we consider the fact that 
our fracture line runs into and impairs an 
articular surface in its apposition and artic- 
ulation with the metacarpals. 

In young subjects there is the minor 
fracture, transverse usually, following the 
epiphyseal line, and which might be prop- 
erly called epiphyseal separation, fairly 
common. There is found the cortical frac- 
ture, there being no disturbance of the peri- 
osteum ; detected only by a first-class radio- 
gram and usually overlooked until callus 
formation proves its existence. It must be 
borne in mind that the typical Colles’ frac- 
tures may be complicated by a fracture of 
the ulnar styloid, or even of the scaphoid. 
Where the line of fracture is extremely 
oblique there is difficulty in retaining a 
good position. 


These forms are also complicated with 
comminution, or added lines of fracture 
running into the articular surface of the 
head. The impacted variety of Colles’ 
fracture in old subjects often results in 
impaired flexion pronation and supination, 
by reason of the usual shortening of the 
forearm on the radial side. Instead of 
having a half-moon concave surface with 
which to articulate with the composite-con- 
vex surface of the metacarpals, we have a 
flat-square surface which does not fit, and 
deformity, pain, and disturbed function 
result. ’ 

The silver-fork deformity is well recog- 
nized, but the commonest displacement is 
where the entire hand has the appearance 
of being shifted toward the radial side with 
an undue prominence of the ulnar styloid 
and with a typical fulness and obliteration 
of the wrinkles over the front of the wrist. 
Pain is markedly increased by any manipu- 
lation of the thumb. 

More failures and deformities are the 
direct result of improper or insufficient at- 
tempts at reduction than any other factor. 
Practically all of these fractures are easily 
diagnosed, even before we get our picture, 
and the vast majority of patients need a 
short anesthetic, either gas or ether, that the 
surgeon may use the best methods and 
manipulation to correct the deformity. 
Thus, the task is fairly easy, when it is 
kept in mind that the deformity must be 
increased before the short fragment is set 
in place. To this end, with traction of the 
hand, and the thumbs firmly over the dorsal 
surface of the radial head, the patient’s 
hand is firmly forced back and out, then 
down and in, which usually drives the short 
fragment downward into place, and the 
original deformity is then brought, roughly 
speaking, upward and outward. The sur- 
geon should correct, or overcorrect, by 
maintaining a position with some retention, 
the position tending downward and inward, 
viz., flexion and inclination downward and 
toward the ulnar side. There are many 
ready-made splints manufactured and sold 
with this conformation in mind, and very 
often in emergency they can be carried and 

















used to advantage—the Walker, of papier 
maché, molded and perforated aluminum, 
etc. However, the molded plaster is ideal, 
especially in those cases in which the 
obliquity of the fracture line is great and 
there is a tendency for the short fragment 
to displace backward. 

In order to maintain position between 
reduction and application of splints, the 
arm may be placed on the patient’s thigh, 
the hand being pulled firmly over the three- 
quarter-flexed knee; the posterior one-half 
of the splint may then be molded on in 
this position. 

A circular plaster cast should not be 
used, or, if used, with extreme care, or 
. cut along both outer and inner borders, 
even before perfect solidity of the cast is 
obtained, in order to provide for swelling 
and frequent after-inspection. 

Anterior and posterior splints of board 
are good and easily applied, preferably 
with a tendency toward pistol shape or 
slight angulation toward the ulnar side, 
and proper padding of the palmar half 
under the wrist should be made to con- 
form to the radial arch. The wrist should 
be inspected often, and at each inspection, 
if possible, the apparatus removed and the 
arm gently bathed with alcohol. 

Early passive motion and massage are 
extremely important, especially for the 
aged, or even those beyond adult age. 

In a great many cases of the impacted 
variety, especially in aged patients, com- 
plicated with comminution of the head and 
fracture of the ulnar styloid, radial short- 
ening will result, together with tenosyno- 
vitis, prolonged convalescence, and even- 
tually some permanent disability. In this 
event the surgeon must begin early, with 
all energy, to apply means at hand to lessen 
this deformity and loss of proper function, 
with early massage, manipulation, hydro- 
therapy, etc. 

Three weeks is a fair average for the 
wearing of splints. Thereafter, no support, 
wristband, or adhesive strapping is espe- 
cially needed unless for the psychic effect 
on the patient, and this phase of treatment 


PROGRESS IN THERAPEUTICS 








751 


of the average industrial case is one that 
must be carefully considered. 

Operative interference for old de- 
formities, bad results, poor functioning, 
shortening of radius, are resorted to, but 
with not very brilliant results. 

Operative interference, with removal of 
one or more fragments, is usually neces- 
sary in cases of fracture of the scaphoid 
or semilunar, before improved or perfect 
function is obtained. 

The average conscientious surgeon of 
long experience in the treatment of wrist 
fractures, when reviewing and summariz- 
ing his cases carefully, sees some results 
which cannot add to his ego, and he will 
feel more keenly the responsibility of 
caring for a case in hand. However, he 
will probably have arrived at a sound and 
sane conclusion which has caused him to 
fairly well standardize his procedure, as 
follows: Complete reduction immediately 
after the injury, the appreciation of the 
factors of treatment and after-treatment, 
very early motion, and short time of 
immobilization. When these principles are 
carefully and conscientiously carried out he 
may feel that the majority of his wrist 
fracture cases will result satisfactorily. 





Appendicitis: Diagnosis and Treatment. 


Moore (Glasgow Medical Journal, April, 
1923) states that pain in the abdomen, 
followed by vomiting, and accompanied by 
increased rigidity and tenderness in the 
right iliac region, usually indicate the 
presence of appendicitis. 

There are four right-sided common 
abdominal conditions which may be pres- 
ent; these are acute gall-bladder, inflamed 
or congested kidney, appendical conditions, 
or perforations of the gastrointestinal tract. 
To differentiate between these four possi- 
bilities Murphy’s four signs will be found 
of great help. 

In kidney cases place the patient on a 
stool, or lying flat on the face in bed, with 
a pillow under the abdomen, so as to make 
the renal area prominent posteriorly. Place 
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the left hand flat over the normal kidney, 
the palm on the patient’s skin, and strike 
it forcibly with the clenched right fist—no 
pain will be produced; when the test is 
repeated upon a diseased kidney, the patient 
will cry out with the pain of the blow. 

If the gall-bladder be affected, the ham- 
mer-stroke percussion method will elicit 
severe pain. To perform the test, sit on the 
right side of a recumbent patient, flex your 
second left finger to a right angle and sink 
it underneath the ninth right costal 
cartilage; when the patient takes a deep 
inspiration, the gall-bladder is forced down, 
and the flexed finger is then struck with 
the ulnar border of the right hand. Another 
method is known as the “deep grip palpa- 
tion,” which is performed by the examiner 
standing behind a patient in the sitting 
position, or above a recumbent patient, and 
forcing the fingers under the right costal 
margin, instructing the patient to take a 
deep breath; when the gall-bladder is fixed 
by this method severe pain is complained of. 

If perforation be suspected, the “piano” 
method of percussion will often demon- 
strate the presence of small quantities of 
fluid from perforation, and exudates upon 
hollow viscera ; it depends upon the charac- 
teristic note which is obtained when the 
four fingers are struck one after the other, 
and demonstrates the faint flat note coming 
from the fluid, and which is obscured by 
the tympanic note obtained by the ordinary 
method of percussion. 

Lastly, it should never be forgotten that 
both iliac fosse should be palpated at one 
and the same time, as only by this means 
will true difference of tension be detected. 

In chronic recurrent cases in which a 
bismuth meal has been given, a plate taken 
the following day may show the appendix. 
It is hoped that, with added experience and 
improved technique, this may yet be found 
to be a reliable method of diagnosis in a 
certain class of cases. 

A blood-count is helpful in obscure cases ; 
a polymorphonuclear leucocytosi$ is present 
in the majority of cases. A leucocytosis of 
20,000 to 40,000 is suggestive of inflamma- 


tory mischief. Given an operator of even 
only moderate experience and dexterity, 
the safest plan is to operate when, per 
diagnosis, the case is one of appendicitis. 

As in all abdominal operations, the great 
aim of the operator is to enter and leave 
the abdominal cavity with as little disturb- 
ance to the other abdominal contents as 
possible, and through an incision which will 
least predispose the patient to postoperative 
ventral hernia; in the words of the late J. 
B. Murphy, “Quickly enter the abdominal 
cavity, but get out quicker.” 





End Results in Thyroid Surgery. 


Porter (Surgery, Gynecology and Ob- 
stetrics, May, 1923) observes that it is most 
important to examine the larynx before 
operation, as a previous injury to one 
nerve may determine extra care in preserv- 
ing the one on the other side. Many 
patients are hoarse for a varying time 
after operation, and in a few weeks or 
months recover a practically normal voice. 
This is no proof whatever that a nerve 
injury has not occurred, for it is the rule 
that the other cord compensates the func- 
tion. Nothing excludes a nerve injury but 
a thorough examination of the larynx. 

There have been a few cases of infec- 
tion in both drained and undrained wounds, 
the infection varying from bloody serum 
under the line of incision to definite sup- 
puration, sometimes developing two weeks 
or a month after discharge from the 
hospital. Local anesthesia has seemed to 
predispose to such infection, particularly 
in the slight operation of superior thyroid 
ligation. Where drainage through the 
middle of the in¢ision is used and infection 
occurs, there often results a puckered scar, 
moving with deglutition. 

Porter records from 1909 to 1920, 19 
cases of malignant disease; 12 died, as a 
rule promptly. One diagnosed as malig- 
nant was alive and well nine years after 
operation ; still somewhat hoarse. In seven 
cases the results show that surgery and 
x-ray treatment were completely justified. 
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Three of these are still living and perfectly 
well. 

Porter believes that when a diagnosis of 
malignancy is almost certain or is con- 
firmed by biopsy, a radical operation, 
although most formidable and exacting, 
should be attempted whenever it seems 
probable that all obvious disease can be 
removed. There is no doubt that general 
anesthesia markedly increases the risk of 
operation in these cases, with the not 
infrequently attendant dyspnea, nerve 
paralyses, and severe hemorrhages. If 
malignant disease must be left behind, 
radium needles may be implanted and in- 
tensive x-ray treatment started, even on 
‘the afternoon of the same day. Nothing 
can be more distressing than the plight of 
late cases, which require an emergency 
tracheotomy through cancerous tissue, with 
the usual repeated hemorrhage, dyspnea, 
and pulmonary infections. Inoperable 
recurrences may be benefited by +x-ray 
treatment. Cancer of the thyroid is not a 
very rare disease. Exploration on sus- 
picion seems the only rational procedure. 
Even if the diagnosis is clear in a majority 
of the cases, operation offers more in the 
way of palliation or cure than treatment 
by x-ray or radium alone. 

Means and Holmes have _ recently 
reported 44 cases of exophthalmic goitre in 
which +-ray alone was used. Twenty- 
eight of these showed definite improvement, 
and 13 of this number, judged by a normal 
basal metabolism, were completely cured. 
In addition there were 12 toxic adenomata 
with 5 apparent cures. These cases have 
been treated during the past three years. 
There are also, in addition, 15 cases, all 
treated before 1915; 7 of these, examined 
in the spring of 1922, were apparently 
cured and are now perfectly well, accord- 
ing to normal metabolism rates. Time, of 
course, is a considerable factor in these 
cures, but this also applies to surgery. 

Of the 204 cases analyzed, there oc- 
curred 24 deaths in the hospital and 9 
deaths at various periods after discharge. 

There were 13 deaths from hyperthyroid- 


753 


ism, more frequent, as was to be expected, 
early in the series. Three deaths followed 
ligation under local anesthesia. 

Porter concludes his paper as follows: 

The x-rays, through the action on the 
thyroid and possibly on the thymus, will 
diminish the risk of operation and will 
permanently cure certain cases of Graves’s 
disease. On the other hand there are cases 
in which #-ray treatment, though persisted 
in for as long as two years, has had prac- 
tically no effect. Surgery promptly cured. 

If six months’ treatment with x-rays is 
not efficient, operation is indicated. 

The best index of a cure of Graves’s dis- 
ease is a permanent reduction of the basal 
metabolism to normal. 

Whether the patient will be cured or not 
depends upon the stage of the disease at 
which treatment is instituted and the degree 
of irreparable damage which has already 
resulted. 

Though ligation and hemithyroidectomy 
may cure many patients, ultimate subtotal 
thyroidectomy most quickly and perma- 
nently reduces the metabolism to normal. 





Syphilitic Osteochondritis. 


Bowman (Urologic and Cutaneous Re- 
view, May, 1923) reports the case of a 
woman twenty-nine years old, who had 
been married fourteen years. As a baby 
this patient walked at twenty-three months 
and talked at three years, menstruated at 
nineteen. Was married at fifteen, and de- 
livered three years later of a full-term 
child which lived twenty minutes. This 
was followed one year later and five years 
later by full-term still-born babies. A year 
after the birth of the last she had a three 
months’ abortion. When first seen by Bow- 
man she was in the beginning of her fifth 
pregnancy. Among other things noted 
were the clubbed tendency of the fingers, 
negative Wassermann, a mass over the 
epiphyseal juncture at the left wrist, with 
impaired upward and backward motion and 
admitting only of partial supination, a 
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somewhat atrophied right shoulder, and 
ankylosis of the joint; a similar condition 
of the left ankle, thickened and rough 
tibiz, some scars, particularly one alleged 
to be due to scrofula on the neck. The 
teeth are described as classical. 

Specific treatment was instituted and 
carried out during her entire pregnancy, 
which resulted in the precipitate delivery of 
an apparently normal baby. She then dis- 
continued treatment. One year later an- 
other full-term pregnancy terminated in a 
well-formed baby which lived three hours. 
Still later this patient reported herself as 
four months’ pregnant. She was put on 
treatment and delivered of a male child 
chemically and serologically negative. The 
author appends to his case report the fol- 
lowing conclusions: 

A clinical diagnosis should be made in 
spite of possible negative laboratory find- 
ings. One must not forget the possibility 
of a negative Wassermann in a positive 
syphilis, or the greater value of the positive 
Wassermann. 

Loss of power or motility in a limb in a 
patient under six months of age is highly 
suggestive of syphilis. 

Early diagnosis and treatment must be 
instituted before permanent changes result. 

The therapeutic test in the face of nega- 
tive laboratory findings is harmless and 
effective. 

The roentgenogram is a valuable aid to 
diagnosis. 

The condition is due usually to a latent, 
torpid type of congenital syphilis. 





The Paramount Problem of 
Prostatectomy. 

Cuute (Boston Medical and Surgical 
Journal, May 3, 1923) observes that toxic 
manifestations due to kidney insufficiency 
manifest themselves by scanty urine, nausea 
and usually vomiting, a dry tongue, usually 
furred, sometimes red and glazed, soft dis- 
tention of the abdomen, and often a great 
deal of hiccough. There is no temperature 
in many cases; in those cases, however, due 


to pyelonephritis there is temperature. The 
mind, at first clear, becomes rather fogged 
as the disease progresses. There may be 
quite an active delirium. In the worst 
cases treatment seems to have little effect 
and there is usually a fatal outcome in 
from three to five days. The only effective 
therapeutic measure in this condition has 
been to get large amounts of fluid into the 
circulation; in the milder cases this may 
occasionally be accomplished by giving 
large amounts of water by mouth or by 
rectum, but in only the mildest cases can 
water be taken by mouth. In the more 
acute cases salt solution must be given 
under the skin, often in large amounts and 
extending over a long period. 

The length of time during which one has 
to give salt solution under the skin is a 
very fair index of the time that it takes 
the kidneys to get into normal condition ; 
this time is shorter for the kidneys de- 
ranged by passive congestion, and longer 
for those deranged by inflammatory inva- 
sion. This time may vary from a few days 
up to a month or more, and the amount of 
salt solution necessary to disintoxicate the 
patient may vary from 750 cc once a day 
to 1000 cc three times a day. The amount 
of urine has to be brought up to the point 
where the elimination is sufficient to disin- 
toxicate the patient and keep him free 
from toxicity, as evidenced by the disap- 
pearance of his vomiting, hiccoughs, dis- 
tention, and mental symptoms. Sometimes 
the daily elimination of 100 ounces of urine 
will do this; more often it will have to be 
between 150 and 200 ounces. 

The amount of fluid one can safely give 
depends on the capacity of the patient’s 
heart. Ordinarily the appearance of edema, 
which is first seen in the scrotum, is a sign 
that the limit of safety has been reached. 
The edema that is sometimes the precursor 
of an epididymitis may be mistaken for the 
edema of oversaturation with fluid. Most 
men with reasonably good hearts will take 
all the fluid necessary to disintoxicate them 
without the appearance of edema. In the 
occasional cases one is forced to diminish 
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the amount of fluid because of the strain 
upon the heart, only to see the toxic symp- 
toms increase; one may have to change 
back and forth several times, now favoring 
the heart, now the kidneys, until either the 
kidneys function properly or the decom- 
pensation of the heart leads to a fatal 
outcome; and the number of resultant fa- 
talities, which has been overwhelmingly 
greater than those occurring from operative 
shock, hemorrhage, or embolism, show that 
this toxic condition is the paramount prob- 
lem met in prostatectomy. 





Appendicitis with Diarrhea. 


SHELDON and HELLER (Journal of the 
Missouri State Medical Association, May, 
1923) draw attention to a symptom-complex 
which they regard as almost pathognomonic 
of a diseased appendix adherent to the 
terminal ileum. Its attachment they hold 
has a tendency to rush peristalsis and to 
render the ileocecal valve incompetent, with 
a resultant diarrhea. They thus summarize 
their study, which is illustrated by a case 
report, as follows: 

In about one per cent of all cases we may 
expect to find the appendix densely 
adherent to the terminal ileum. 

The diagnosis can be made before opera- 
tion, as a rule, by careful inquiry into the 
history of the case, and by ruling out 
tuberculosis of the bowel. 

The chief symptoms are: recurring at- 
tacks of pain in the lower right abdominal 
quadrant, either accompanied by, or 
followed by, diarrhea; a tendency to 
diarrhea on the least provocation. - There 
is usually a history of one or more disabling 
illnesses due to gastric upset, abdominal 
pain, and some temperature, followed by 
an interval of sensitiveness in the right 
iliac fossa and an associated mild dyspepsia. 

There are usually foci of infection pres- 
ent, but they have not studied in detail 
enough cases of this type to feel justified 
in saying that the peritoneal lesion is 
secondary to the focus or foci. From long 
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observation of focal infection and _ its 
relation to intra-abdominal disease, they 
would say there is a very definite relation. 
It has been their custom, therefore, to 
remove the foci either at the same time as 
the appendectomy, or soon after. The foci 
of infection most frequently found are 
the tonsils; occasionally the teeth and other 


* regions. 


The authors believe, in view of the fore- 
going, that the local pathology originates 
in the walls of the appendix, and that the 
serosa becomes involved early. In an 
effort to confine the infection to as small 
an area as possible, nature throws out 
lymph and phagocytes. This exudate, under 
favorable conditions, causes adhesions to 
form with the terminal ileum. The adhe- 
sions become vascularized and more and 
more dense. This, in turn, produces an 
interference with the functions of both 
ileum and appendix, with the resulting 
symptoms. The mucosa of both the ileum 
and the appendix is affected late, or not at 
all. When affected, it is because of inter- 
ference with function due to traction or 
stasis and interruption of the blood supply. 

The w-ray may occasionally help in 
establishing a diagnosis. 

Removal of the appendix and restoring 
the ileum to its normal position results in 
cure of the patient. 





Ectopic Pregnancy. 


Brapy (Johns Hopkins Hospital Bulletin, 
No. 387, 1923) records that during the 
years 1917-22 there were 50 operations 
called for by ectopic pregnancy performed 
at the Johns Hopkins Hospital. 

In 24 out of the 50 cases there was a 
history of missed menstrual periods, usually 
one or two. Three was the largest number 
missed. Irregular menstrual bleeding had 
been present in 37 women, absent in 13. 
The duration of the metrorrhagia varied 
from a few days to five months, the average 
being one month. 

There was a history of pain in all the 
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cases except two. In 38 the pain was se- 
vere, in ten slight. Fainting occurred only 
three times—twice in cases of tubal rup- 
ture, once in a case of tubal abortion. Vom- 
iting is recorded nine times, that is, in 18 
per cent of the cases, a higher percentage 
than is believed to be usual. The average 
temperature was 99.4° F. 

The leucocyte count averaged 11,000. 
In sixteen instances the count was about 
10,000. The highest counts recorded are 
25,000, 24,000, and 20,000. The average 
hemoglobin content was 61 per cent. 

The general condition was noted as good 
in 15 cases, fair in 13, poor in 5, and in 3 
critical. In the other histories there was 
no record found on this point, so presum- 
ably the women were in good or at least 
fair condition. Examination of the breasts 
showed secretion present in eight instances. 
Two of these women had never been preg- 
nant before, and in their cases this finding 
was of real diagnostic help. A consider- 
able percentage of women who have borne 
children continue to have secretion in the 
breasts for a number of years afterwards, 
so this finding in the other women was of 
less significance. The abdomen in nine 
instances was distended. Tenderness was 
present in forty-two out of fifty cases, but 
muscle spasm in only nine. Percussion re- 
vealed shifting dulness in the flanks four 
times. In no instance was bluish discol- 
oration of the umbilicus observed. Bluish 
discoloration of the umbilicus as a diag- 
nostic sign where ruptured extra-uterine 
pregnancy exists was first described in 1918 
by Dr. Thomas S. Cullen. Since that time 
several writers have noted it and found it 
a great aid in reaching a diagnosis. 

Vaginal bleeding was present at the time 
of examination in twenty-seven women. 
The cervix was normal in thirty-eight, soft 
in eighteen cases. Enlargement of the 
fundus was noted in only five of the wo- 
men, a pelvic mass was palpable in forty- 
four cases, but blood crepitus was made 
out only five times. Pelvic tenderness was 
present in all except seven of the women; 
in thirty it was moderate, in thirteen in- 
tense. 


After all, the real test of the value of 
the above signs and symptoms of ectopic 
pregnancy is found in the percentage of 
correct diagnoses. In thirty-six out of the 
fifty women (72 per cent) operated on 
during five years at the Johns Hopkins 
Hospital by the gynecological staff the cor- 
rect diagnosis was made. 

The thoroughness of the work performed 
and not the speed with which it is done 
affords the real criteria by which surgery 
should be judged, and yet in many opera- 
tions for ectopic gestation speed is not 
merely an asset for the surgeon, it is a 
necessity. Since the majority of the patients 
were in good condition when operated on, 
in not a few cases other conditions besides 
the ectopic pregnancy were remedied, so 
that the average recorded operative time 
would mean nothing. It is perhaps of some 
interest, however, to know that in twenty- 
five cases the entire operation lasted 
forty minutes or less, in twelve half an 
hour, and that in two cases the time be- 
tween the making of the incision and tying 
of the last knot was twenty minutes. 

The convalescence in forty cases was 
uneventful, in ten stormy. Abdominal dis- 
tention occurred six times, prolonged vom- 
iting five times. One of the fifty incisions 
became infected, but the infection cleared 
up in a short time. Bronchopneumonia 
occurred twice. One patient had a post- 
operative hemorrhage on the second day 
after operation from the uterine cornu, 
which necessitated surgical interference to 
control the bleeding. 

Twelve infusions and seven transfusions 
were given. As a rule the infusions were 
not started before the operation because it 
was thought that raising the blood-pressure 
would promote further bleeding into the 
abdominal cavity. Stimulating drugs were 
used after the operation on twelve patients. 
One woman on admission was in such a 
serious condition that a transfusion was 
necessary before surgical interference could 
be carried out. In the other instances the 
transfusion was given after the operation. 
In only one instance did a severe reaction 
occur after the transfusion, although most 
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of the women had a chill and a moderate 
rise in temperature. 

All of these patients operated upon for 
extra-uterine pregnancy during the last five 
years made a complete recovery. On going 
back to our earlier records we found that 
in February, 1913, a patient was operated 
on for a ruptured extra-uterine pregnancy. 
The sac contained a badly macerated fetus 
and 100 cc of very foul pus. Although ab- 
dominal and pelvic drainages were both 
used, the patient succumbed to general peri- 
tonitis. Between February, 1913, and Sep- 
tember, 1922, there have been seventy-one 
consecutive successful operations. 





The Treatment of Carcinoma of the 
Uterine Cervix. 3 


Scumitz (Urologic and Cutaneous Re- 
view, May, 1923) states that the general 
principles applicable to all carcinomata are 
as follows: 

Almost all cancers result from persistent 
chronic irritations—the precancerous state. 
Surgical eradication is indicated if thereby 
all the cancer cells can be removed from 
the body. If the cancer has progressed 
beyond the operable stage, then radium and 
x-rays—preferably a combination of the 
two—is the treatment of choice. 

The application of these axioms to 
cervical carcinomata is as follows: The 
precancerous state is evidenced by persis- 
tent discharge, persistent scanty hemor- 
thages, and persistent aching in the genital 
organs. They are the results of chronic 
irritation, due to chronic infection, chronic 
hypertrophy, or chronic ulceration.. The 
usual cause of such pathologic states is 
laceration or trauma of the cervix, espe- 
cially if frequently repeated. The cervix is 
weakened by the trauma, and the resistance 
to irritation and infection is lowered. The 
most frequent sign of the precancerous 
state is the cervical erosion. 
examination of 


Microscopic 
such erosions shows an 
atypical growth of epithelial cells with an 
invasion of the basement membrane. It is 
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difficult to decide whether such a hetero- 
tropia is malignant or hyperplastic. If 
erosions do not yield speedily to local 
treatment, then the cervix should be 
amputated. If subsequent microscopic 
examination shows suspicious hyperplasia, 
then hysterectomy or radium treatment 
must follow. Such incipient carcinomata 
are most frequently seen in young women 
about thirty years of age. 

The basal-celled carcinoma is the most 
malignant and is usually of the infiltrating 
and medullary type. The cylindrical epi- 
thelial cell carcinoma is usually adenoma- 
tous and mostly of simple type; while the 
squamous epithelium ‘cell is usually of the 
proliferating, everting type. In every case 
microscopic examination is essential to 


sound treatment and prognosis. Biopsy is 


"justly condemned, but immediate applica- 


tion of the cautery or radium seals the 
avenues of escape of the carcinoma cells 
into the circulation. 

The clinical diagnosis of carcinoma of 
the cervix is based on the physical findings 
and the symptom triad; discharge, hemor- 
rhage, and pain. The discharge is the first, 
the hemorrhage the most alarming, and 
the pain the most unfavorable symptom. 
Constitutional symptoms also are frequently 
seen, as anorexia, constipation, anemia, 
loss of weight and strength, insomnia, and 
cachexia. 

Schmitz holds that the action of radia- 
tion has been demonstrated by tissue 
removed at stated intervals; that its effi- 
cacy has been shown by a careful follow-up 
system of statistics; and that radiation is 
indicated in the clearly inoperative cases. 





The Treatment of Cutaneous Anthrax. 


Recan (New York State Journal of 
Medicine, Vol. 23, No. 3, 1923) holds that 
anthrax is disseminated among animals by 
the products of animal life, the urinary and 
fecal discharges, the hair and hides of 
infected animals, and the cadavers of 
animals dying of the disease. Even animals 
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which have never manifested symptoms 
of the disease may harbor anthrax bacilli 
in their hair, as recently shown by Gegen- 
bauer. 

The anthrax bacillus located in infected 
materials finds frequently conditions in the 
soil such that it readily produces spores. 
These spores have great vitality and may 
remain a potential source of infection for 
years. By rains, the inundation of land, 
soil drainage, by water-flow and carrier 
birds, such as buzzards, the infecting or- 
ganisms may be carried to uninfected 
districts, and thus large tracts of land may 
become contaminated. Cattle pasturing on 
such lands become in turn infected, the 
organism usually entering by the gastro- 
intestinal route. 

In the prevention of the disease in cattle 
a few of the more important measures may 
be mentioned. They comprise, in brief, the 
prevention of the continued impregnation 
of the soil by the proper disposition, 
namely burning, of infected carcasses of 
animals dying of the disease, the destruc- 
tion of the virus in the soil by its proper 
drainage and cultivation, and the proper 
disinfection of all imported hair and hides, 
including the proper disposal of all waste 
matter, smudge and drainage water from 
tanneries, and the prevention of outbreaks 
of anthrax by a thorough course of im- 
munization of all susceptible or exposed 
animals with anthrax vaccine. This latter 
method is very efficient, but may have to be 
repeated at intervals where animals are 
pasturing on infected lands. 

Man has a high relative immunity to 
anthrax, yet human infections occur, espe- 
cially in the form of cutaneous anthrax or 
malignant pustule. 

The danger from native hides may be 
considered almost negligible, and this is 
due to the fact that in the United States, 
Canada and many European countries the 
sanitary measures employed prevent the 
skinning of anthrax carcasses. Such is not 
the case, however, in the Asiatic countries, 
and hides and hair imported from these 
countries have been found to be highly 


infected, consisting many times of the hides 
of animals that have succumbed to the 
disease, and which have not received any 
adequate disinfection before they were 
packed and shipped. Before the war 
mostly all materials, such as horsehair or 
pig’s bristles, etc., were commonly sub- 
jected to cleansing or disinfecting pro- 
cesses in France or Germany. When the 
war began these materials began to come 
direct to the United States via the Pacific 
route. Through ignorance or reliance on 
the certificate of disinfection accompany- 
ing the shipments, some American brush 
manufacturers took no proper means of 
disinfecting these products. The result has 
been the outbreak of a number of anthrax 
cases during the last five years. Many of 
these infections were contracted from the 
use of brushes made of this imported hair, 
especially horsehair, which is notoriously 
infected. Hubbard states that in the testing 
of numerous samples of horsehair and 
brushes made from horsehair, especially 
shaving brushes, 80 per cent have been 
found to be contaminated with the spores 
of anthrax. Of thirty-three cases of shav- 
ing-brush anthrax infections, twenty-one, 
or 64 per cent, died. 

From the standpoint of treatment, early 
diagnosis is of the utmost importance in 
saving the life of the patient. One fact 
that stands out prominently is the failure 
of many physicians to recognize the disease. 
In the study of thirty-four cases, occurring 
in New York City, made by Hubbard and 
Jacobson, in not a single instance did they 
find that the disease had been recognized 
by the family physician, when the patient 
first applied for treatment. 

The statistical data on the immune serum 
treatment of anthrax is most certainly a 
convincing argument as to its value. To 
summarize the results obtained as indicated 
by these reports, it may be said the rela- 
tively few failures that have occurred could 
almost always be traced to: Its use too 
late in the course of the disease, after a 
septicemia had supervened or within twelve 
to twenty-four hours of death; the employ- 




















ment of too small doses—20 to 30 cc; the 
failure to repeat the injections frequently— 
in many instances only one dose was given, 
and that subcutaneously ; its use in patients 
with chronic diseases—myocarditis, ne- 
phritis, syphilis, etc. 

In many instances, especially in this 
country and in England, serum therapy has 
been combined with some other method, 
and has not been relied on alone for the 
cure. It is the writer’s contention that no 
other local method should be used in con- 
junction with serum. The usual methods 
of local treatment are too palliative and 
exert their action too superficially to be at 
all effective—such for example as wet 
. dressings, poultices, etc——or they are so 
radical as to entail the possible superven- 
tion of further local 
septicemia. 

In order to obtain a method of local 
treatment which did not have the disad- 
vantages of those in use, yet would be 
locally effective, and an additional pre- 
caution against the development of an 
anthrax septicemia, at the Kingston Avenue 
Hospital, the author has devised the local 
injection of antianthrax serum. For giving 
these injections a small Luer syringe, 2- to 
5-cc capacity, with a fine needle is used. 
The needle is inserted into the indurated 
border of the pustule, and is directed fairly 
deeply (from 2.5 to 3.5 cms.) into the 
subcutaneous tissue at the base of the lesion. 
A maximum of 10 to 12 cc of serum is 
then given, the needle being inserted at two 
or three points, and the serum injected so 
as to circumscribe the pustule. The amount 
of serum given, however, may have to be 
varied with the size of the pustule, from 
as low as 5 cc to a maximum of 12 cc. The 
site of the injection is, of course, previously 
iodinized and the operation carried out 
with a carefully aseptic technique. The 
injections are used once or twice in 
twenty-four hours in mild or moderate 
cases, while in severe voluminous lesions 
they may be given more often, every six 
to eight hours. 

Following the first one or two local 


involvement or a 
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treatments there is a slight increase of the 
inflammation, but within two or three days 
the lesion has, as a rule, taken a decided 
turn for the better, and rapidly dries up, 
the induration and the soft edema sub- 
siding, the eschar being the only remains 
of the pustule usually left after one week. 
The eschar spontaneously separates during 
the second or third week of treatment, and 
the wound that remains quickly heals with 
practically no scarring. Occasionally a 
slight pyogenic infection of the wound sets 
in, but this is purely local, and clears up 
with wet dressing and appropriate super- 
ficial drainage. 

The serous discharge from the pustule is 
characteristically poor in leucocytes and 
the microscopic sections of the lesion have 
shown a strong tendency for segregation of 
the bacilli in the center of the pustule with 
the leucocytes distributed as a dense infil- 
tration around the margins of the lesion 
and in the subjacent cellular tissues. 
Probably it is a question of negative 
chemotaxis which exists in the early stages 
of the infection, and throughout the 
disease in most severe and fatal cases. 
Since the serum has a marked effect in 
facilitating phagocytosis according to cer- 
tain experimental work, it is logical to 
supply it concentrated at the site of the 
infection. 

In administering serum, it must be 
remembered that the local injection is to 
be supplemented by the general administra- 
tion by the subcutaneous, intravenous. or 
intramuscular route, of the specific agent. 

As to the dosage of antianthrax serum, 
the route of administration, and the fre- 
quency of injection, Dr. Eichhorn and the 
writer feel that the severity of the case 
should be the deciding factor. In all 
instances a blood culture should be taken 
as soon as the patient comes under observa- 
tion, and thereafter whenever symptoms 
arise which are in the least suggestive of a 
possible septicemia. 

Briefly it may be said that in mild non- 
septicemic cases the dosage averages 40 to 
50 cc every twelve to twenty-four: hours, 
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the first few injections intravenous, the 
later intramuscular and subcutaneous; in 
moderate cases, 50 to 100 cc intravenously 
at first for three or four injections every 
eight to twelve hours, then intramuscularly 
and subcutaneously in smaller doses. In 
severe cases, 80 to 120 cc (or even 200 cc— 
Eichhorn) intravenously every six to eight 
hours for five or six more injections, until 
the disease is controlled, when the intra- 
muscular and subcutaneous routes may be 
used. In septicemia cases the dosage must 
be very high, from 150 to 250 ce (or even 
300 cc—Eichhorn) every three to six hours 
intravenously. | 

During the first few days of treatment, 
when serum is being given mainly by the 
intravenous route, it is well to supplement 
it by subcutaneous injections. Severe 
serum reactions are altogether exceptional 
in the author’s experience; chills are en- 
countered not infrequently, but they are not 
severe, and when they occur are usually 
followed by profuse perspiration—a very 
good prognostic sign. Serum rashes several 
days after injection are fairly common, and 
are the usual multiform erythematous type 
with urticarial lesions. In two instances 
arthritic symptoms developed, which were 
prolonged for several days in one patient. 

It is advisable to test the patient out for 
sensitization by a cutaneous test before the 
serum is given, and if a reaction is obtained 
to desensitize before the injection is made. 
The serum may be diluted equally with 
normal saline if desired. The first few 
cubic centimeters should be allowed to 
enter the vein very slowly and should 
better be diluted well with several times its 
bulk of normal saline, the remaining por- 
tion of the serum then being given 
undiluted but slowly. The serum should 
be administered of course with sterile pre- 
cautions, and be at or about body tempera- 
ture. 

At the Kingston Avenue Hospital during 
the last three years, twelve cases of anthrax 
were treated by the tbocal and general 
administration of anthrax serum alone. In 
the last two cases the disease was septi- 


cemic and had been apparently for some 
time when the patients entered the hospital. 
Both these patients died, one within twelve 
hours and the other within thirty-six hours 
of the time of entrance, treatment being too 
late to be of any avail. The remaining ten 
consecutive patients all recovered, although 
in nine instances the lesion was located on 
the face or neck. In these patients the 
acute inflammation subsided from the 
second to the sixth day of treatment, the 
eschar spontaneously separated from the 
twelfth to the twenty-first day, the wound 
healed from the twentieth to the thirty- 
second day, and the patients were well 
enough to be up and around from the 
seventh to the twelfth day. No deformity 
resulted in any instance, no serious com- 
plications or sequele ensued, and the scar 
that remained after healing was complete 
Was so minute as to pass unnoticed. 

Dr. Douglas Symmers, of the Patholog- 
ical Laboratories at Bellevue Hospital, has 
reported very satisfactory results in a con- 
siderable number of serum-treated cases. 











Correspondence 








Sajodin Not a German Product. 


Editors of the THERAPEUTIC GAZETTE. 


Dear Sirs: Permit us to call your 
attention to a statement in an editorial in 
the August issue of the THERAPEUTIC Ga- 
ZETTE, in which Sajodin is classed as a 
German product. While it is true that 
this organic iodine preparation was origi- 
nated many years ago in Germany, it is now 
an American preparation, since it is not 
only made in this country, but is controlled 
by the Winthrop Chemical Company, Inc., 
an American firm which acquired it through 
a sale by the United States government. 

Trusting that you will publish this cor- 
rection, we remain, 


Yours very truly, 


WINTHROP CHEMICAL CoMPANY, INC. 
N. A. Buttte, President. 














